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Executive Summary 

Purpose of Report 
The Balanced Budget Act (BBA) of 1997 established that state agencies contracting with the following managed care 
entities (MCEs) provide for an annual external, independent review of the quality outcomes, timeliness of, and access to 
the services included in the contract between the state agency and the MCE: Medicaid managed care organizations 
(MCOs), prepaid ambulatory health plans (PAHPs), prepaid inpatient health plans (PIHPs), and primary care case 
management (PCCM). Subpart E—External Quality Review of 42 Code of Federal Regulations (CFR) sets forth the 
requirements for annual external quality review (EQR) of contracted MCEs. CFR 438.350 requires states to contract with 
an external quality review organization (EQRO) to perform an annual EQR for each contracted MCE. The states must 
further ensure that the EQRO has sufficient information to carry out this review, that the information be obtained from 
EQR-related activities, and that the information provided to the EQRO be obtained through methods consistent with the 
protocols established by the Centers for Medicare and Medicaid Services (CMS). Quality, as it pertains to an EQR, is 
defined in 42 CFR 438.320 as “[t]he degree to which an MCO, PIHP, PAHP, or PCCM entity increases the likelihood of 
desired health outcomes of its enrollees through its structural and operational characteristics and through the provision 
of health services that are consistent with current professional, evidence-based knowledge.”  
 
These same federal regulations require that the annual EQR be summarized in a detailed technical report that 
aggregates, analyzes, and evaluates information on the quality of, timeliness of, and access to health care services that 
MCEs furnish to Medicaid recipients. The report must also contain an assessment of the strengths and weaknesses of 
the MCEs regarding health care quality, timeliness, and access, as well as make recommendations for improvement. 
Finally, the report must assess the degree to which any previous recommendations were addressed by the MCEs.  
 
To meet these federal requirements, the Nebraska Department of Health and Human Services (NE DHHS) has contracted 
with Island Peer Review Organization (IPRO), an EQRO, to conduct the annual EQR of the MCEs.  

Scope of EQR Activities Conducted 
This EQR technical report focuses on the three federally mandated EQR activities that were conducted. As set forth in 42 
CFR 438.358, these activities were: 
 
Compliance Review—This review determines MCE compliance with its contract and with state and federal regulations in 
accordance with the requirements of 42 CFR 438 Subpart E. 
 
Validation of Performance Improvement Projects—Performance improvement projects (PIPs) were reviewed to ensure 
that the projects were designed, conducted, and reported in a methodologically sound manner, allowing real 
improvements in care and services and giving confidence in the reported improvements. 
 
Validation of Performance Measures—IPRO reviewed the Healthcare Effectiveness Data and Information Set (HEDIS®) 
Measurement Year (MY) 2019 audit results provided by the MCO’s National Committee for Quality Assurance (NCQA) 
HEDIS compliance auditor and the reported MCO performance measure (PM) rates. 
 
CMS defines validation in the Final Rule in 42 CFR 438.320 as “[t]he review of information, data, and procedures to 
determine the extent to which they are accurate, reliable, free from bias, and in accord with standards for data 
collection and analysis.” 
 
The results of the EQR activities performed by IPRO are detailed in the Findings, Strengths and Recommendations with 
Conclusions Related to Health Care Quality, Timeliness and Access section of this report. 

Overall Conclusions and Recommendations 
The following is a high-level summary of the conclusions drawn from the findings of the EQR activities regarding 
Nebraska Medicaid MCEs’ strengths and IPRO’s recommendations with respect to quality, timeliness, and access. 
Specific findings, strengths, and recommendations are described in detail in the Findings, Strengths and 
Recommendations with Conclusions Related to health Care Quality, Timeliness and Access section of this report.  
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MCNA 

Quality 

The Quality domain encompasses PIP activities and findings from six of the seven compliance domains: Member Services 
and Education, Provider Services, Grievances and Appeals, Quality Management, Subcontracting, and Utilization 
Management.  
 
PIPs 
In calendar year (CY) 2019, MCNA continued a PIP to increase the percentage of members receiving annual dental visits. 
The PIP employed the modified HEDIS Annual Dental Visit (ADV) measure, stratified into three age groups: 1–20 years, 
2–20 years, and 21+ years. The interim period for the PIP was 1/1/2019 through 12/31/2019. Analysis of MCNA’s 
baseline data showed the ADV rate for ages 1–20 years was 64.9%, for ages 2–20 years was 68.2%, and for ages 21+ 
years was 42.6%. The interim rates for ages 1–20 years, 2–20 years, and 21+ years were 65.4%, 68.4% and 41.9%, 
respectively. Lastly, the final goal for ages 1–20 years, 2–20 years, and 21+ years were 67.9%, 69.7% and 44.1%, 
respectively.  
 
MCNA also continued a PIP to address members receiving preventive dental care at least twice per year. The PIP 
employed two performance indicators: percentage of members who received at least one preventive dental service 
during the MY (two age strata: 1–20 years and 21+ years) and percentage of members who received at least two 
preventive dental services 6 months apart during the MY (age strata: 1–20 years and 21+ years). The baseline rates for 
the percentage of members who received at least one preventive dental service for members aged 1–20 years and 21+ 
years were 54.6% and 21.01%, respectively. The interim rates for CY 2019 for members aged 1–20 years and 21+ years 
were 55.3% and 20.7%, respectively. MCNA’s goal is to increase this rate to 58.6% for the 1–20 years age group and to 
23.0% for the 21+ year age group by the end of the PIP in 2020. The baseline rates for the percentage of members who 
received at least two preventive dental services for members aged 1–20 years and 21+ years were 27.1% and 8.4%, 
respectively. The interim rates were 28.5% for ages 1–20 years and 9.2% for ages 21+ years. MCNA aims to increase this 
rate to 30.1% for the 1–20 years age group and to 10.4% for the 21+ years age group by the end of the PIP in 2020. 
 
Final MY results for CY 2020 for the performance indicators and all intervention tracking measures will be available in 
April 2021, upon submission of the final report, and incorporated into next year’s annual technical report. 
 
Performance Measurement 
As required by federal Medicaid EQR regulations and requirements, under contract with NE DHHS, as the EQRO, IPRO 
was tasked with validating the reliability and validity of MCNA’s reported PM rates. The purpose of the validation was to: 
• evaluate the accuracy of the Medicaid PMs reported by the DBPM; and  
• determine the extent to which the Medicaid-specific PMs calculated by the DBPM followed the specifications 

established by MLTC and/or the PM stewards.  
 
IPRO conducted validation of MCNA’s reported PMs in November 2020 for HEDIS MY 2019. This included review of 
member-level detail files of the eligible population for each applicable measure, review of MCNA’s information system 
capabilities, and review of the source code that MCNA utilized to generate and calculate the numerator, denominator, 
and rate for accuracy and reasonability according to the measure specifications. MCNA passed validation for all 
applicable PMs. 
 
In future performance measurement validation cycles, IPRO recommends that MCNA: 

 work with MLTC to outreach NCQA to discuss the calculation of the HEDIS ADV measure for future reporting; and 

 continue to work with MLTC staff to resolve any issues that might have an impact on the accurate and complete 
reporting of encounter data. It should be noted that following this recommendation to outreach NCQA, MCNA 
indicated that they will be using certified software moving forward. 

 
Compliance Review 
MCNA received a designation of full compliance for Provider Services, Subcontracting, Utilization Management, 
Grievances and Appeals, and Member Services and Education. The DBPM received a designation of partial compliance 
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for Quality Management. MCNA received a designation of non-compliance for three elements under Quality 
Management: 

 Of the 21 standards reviewed for Quality Management, 13 standards were fully compliant, 3 were partially 
compliant, and 3 were non-compliant. Two (2) standards were not applicable. The following details findings from the 
review of the partially compliant and non-compliant standards for the domain of Quality: 
o During the previous annual compliance review (May 2019), it was observed that a CAHPS survey was not utilized 

to assess member satisfaction. The DBPM indicated that a pediatric dental survey for CAHPS is currently 
unavailable. The only survey related to dental care is designed for an adult plan with cost sharing. It does not 
relate to a Medicaid limited adult benefit where members are capped at an annual amount of $750. Thus, the 
DBPM does not believe it is an appropriate tool to use in their member population.  

o Survey results were reported to MLTC. The survey was based on inbound calls to the Member Call Center. 
Outbound calls were used to supplement, as necessary, and to ensure results could be compiled from a 
statistically significant portion of the population. MCNA did not detail the number of surveys that were 
attributed to inbound calls versus outbound calls. A total of 689 surveys were completed. This total represents a 
very small percentage (~0.2%) of MCNA’s population of 241,693 (as of 12/2019). The DBPM should consider 
evaluating parent/guardian satisfaction with their child’s dental care and analyzing those results alongside adult 
satisfaction scores to see if there is a significant difference. 

o The DBPM assessed provider satisfaction with provider relations, pre-authorization process, appeals, claims, 
provider services, and overall provider experience with MCNA. Provider enrollment and provider complaints 
were not evident in the report. On the day of the review, MCNA indicated that provider enrollment is handled 
by the state agency, and thus MCNA does not include a question regarding the provider enrollment process in its 
provider survey. MCNA received 10 provider complaints during CY 2018. Given the CY 2018 complaint volume 
compared to MCNA’s network size, MCNA did not add a provider complaint question to the 2019 provider 
survey, given the question would not be valid to the vast majority of MCNA’s provider network. MCNA received 
one complaint in CY 2019. 

 

 Non-compliant standard(s) 
o Member services representatives attempt to conduct a member satisfaction survey on each inbound call 

received. This methodology is not consistent with statistically valid random sampling of members enrolled in the 
DBPM. 

o MCNA did not follow CAHPS or CAHPS-like methodology; thus, the validity and reliability of survey results should 
be interpreted with caution. While statewide results were provided, results by county were not; however, 
regions were stratified and presented in the survey report: central, eastern, northern, southeast, and western.  

o Statistical analysis for targeting improvement efforts was not demonstrated. Comparisons to national/state 
benchmarks are not applicable, as this is not a standardized survey.  
 

In the domain of Quality, IPRO recommends that MCNA: 

 partner with University of Alabama at Birmingham to address the prior findings related to inconsistent CAHPS 
methodology; 

 ensure child and adult findings are reported separately to MLTC; 

 ensure that results are stratified by county; 

 ensure a statistically random sample is drawn, based on members who have had a dental visit with an MCNA 
provider, in order to be consistent with CAHPS methodology; 

 have a procedure in place that outlines how they will evaluate survey results to ensure appropriate statistical 
analysis is employed in order to target improvement efforts. In an effort to compare performance of MCNA in 
Nebraska, the DBPM might consider comparing against other states in which they operate with a similar benefit 
structure; and 

 include questions in their provider satisfaction survey that assess perceptions of the enrollment process and 
complaint resolution process. The DBPM explained that the state handles provider enrollment; however, 
perceptions of this process should still be taken into consideration at the state’s request. Further, only one 
complaint received during the review period indicates that there may be a discrepancy in what qualifies as a 
provider complaint and what is formally recorded as such. The DBPM should include a question in the Provider 
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Survey to assess the complaint process, with “N/A” as a choice for those providers that did not file a complaint 
(formally or informally) with the DBPM during the year. 
 

Timeliness 

The Timeliness domain includes findings from two of the seven compliance domains: Utilization Management, and 
Grievances and Appeals. There were no partially compliant standards related to timeliness for Utilization Management. 
 
Compliance Review 
There were no partially compliant or non-compliant standards related to timeliness for Utilization Management, or for 
Grievances and Appeals. MCNA received a designation of full compliance for Utilization Management, and for 
Grievances and Appeals. 
 
There are no recommendations at this time in the domain of Timeliness. 
 

Access  

The Access domain includes findings from one of the seven compliance domains: Provider Network.   
 
Compliance Review 
There were no partially compliant or non-compliant standards related to access for Provider Network. MCNA received a 
designation of full compliance for Provider Network. 
 
There are no recommendations at this time in the domain of Access. 

Nebraska Total Care 

Quality 

The Quality domain encompasses PIP activities, HEDIS MY 2019 performance, and findings from six of the eight 
compliance domains: Member Services and Education, Provider Services, Grievances and Appeals, Quality Management, 
Subcontracting, and Utilization Management.  
 
PIPs 
In CY 2019, NTC submitted interim year 1 reports for three PIP topics: Improving Follow-up After Emergency Department 
(ED) Visit for Mental Health Illness (MHI) or Substance Use Disorder (SUD), Initiation of 17-Hydroxyprogesterone (17P) in 
Pregnant Women, and Tdap Vaccination for Pregnant Women, and started a new PIP, Diabetes Screening for Enrollees 
Diagnosed with Schizophrenia or Bipolar Disorder on Antipsychotic Medications (HEDIS SSD). In CY 2020, NTC submitted 
interim year 2 reports for Tdap Vaccination for Pregnant Women and Improving Follow-up after ED Visit for MHI or SUD, 
and a final report for the 17P in Pregnant Women PIPs. NTC demonstrated an increase in the percentage of members 
who had a 7-day follow-up after an ED visit for SUD or MHI (18 years of age or older) and an increase in the percentage 
of members (13–17 years of age and 18 years of age or older) who had a 30-day follow-up after an ED visit for SUD or 
MHI from baseline to interim year 2. In contrast, NTC demonstrated a decrease in interim year 2 for the percentage of 
members who had a 7-day follow-up after an ED visit for SUD or MHI for members aged 13-17 years. For their 17P PIP, 
data analysis revealed a significant improvement in the percentage of pregnant members with a history of preterm birth 
who received 17P. The administration of the Tdap vaccination showed a small decrease in the rate representing any 
time during pregnancy and a larger decrease in the rate representing the optimal gestational age. The results for the 
HEDIS SSD PIP interim year 1 will be submitted to IPRO and MLTC in April 2021 and incorporated into next year’s annual 
technical report. 
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, NTC performed better than the national Medicaid health maintenance organization (HMO) 
averages for: 

 Adult BMI Assessment, 

 Lead Screening in Children, 

 Adolescent Immunizations—Combination 1, 
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 Adolescent Immunizations—Combination 10,  

 Comprehensive Diabetes Care Blood Pressure < 140/90, 

 Controlling High Blood Pressure, and 

 Use of Imaging for Low Back Pain. 
 
The MCO reported rates below the national Medicaid HMO averages for: 

 Child/Adolescent BMI Assessment,  

 Child/Adolescent Counseling for Nutrition,  

 Child/Adolescent Counseling for Physical Activity,  

 Human Papillomavirus Vaccine for Female Adolescents,  

 Medication Management for People with Asthma (Total)—75%,  

 Childhood Immunizations—Combination 2,  

 Childhood Immunizations—Combination 3,   

 Antidepressant Medication Management—Effective Acute Phase, and  

 Antidepressant Medication Management—Effective Continuation Phase. 
 
Of note, the rates for Child/Adolescent BMI Assessment, Child/Adolescent Counseling for Nutrition, and 
Child/Adolescent Counseling for Physical Activity were at or below the national Medicaid 10th percentile. The rate for 
Human Papillomavirus Vaccine for Female Adolescents was below the national Medicaid 5th percentile. 
 
Compliance Review 
NTC received a designation of full compliance for Care Management, Grievances and Appeals, Member Services and 
Education, Provider Network Requirements, Utilization Management, and Subcontracting. NTC received a designation of 
partial compliance for Provider Services and Quality Management.  

 Of the 5 standards/sub-standards reviewed for Provider Services, 3 were fully compliant and 2 were partially 
compliant. The following details findings from the review of these partially compliant standards: 
o There is an opportunity in the Provider Manual to communicate with providers the process for in-person 

complaints.  
o The MCO must develop an internal claims dispute process for claims that have been denied or underpaid.  

 

 Of the 39 standards/sub-standards reviewed for Quality Management, 35 were fully compliant, 3 were partially 
compliant, and 1 was not applicable. The following details findings from the review of the partially compliant 
standards: 
o Amendment 7 of the Heritage Health contract required that all CMS Adult and Child Core Set measures be 

reported. MLTC provided a reporting template for the MCOs, with the understanding that it would need to be 
updated each year to reflect the required measure set. NTC did not submit all required measures. 

o The MCO must report on CMS Adult Core, Child Core, CAHPS, and HEDIS measures, as well as additional 
performance measures, as determined by MLTC. 

o The MCO must submit to MLTC the status or results of its PIPs in its annual QM Program Evaluation. Next steps 
must also be addressed, as appropriate, in the QM Program Description and Work Plan. This requirement was 
addressed within NTC’s 2019 Quality Program Annual Evaluation; however, next steps are not outlined within 
the QI Work Plan. 

 
In the domain of Quality, IPRO recommends that NTC: 

 communicate to providers (e.g., in the Provider Manual or the provider portal) the process they have in place for in-
person complaints; 

 ensure provider appeals/claims disputes are resolved in accordance with the timelines reflected in NTC’s policies 
and procedures; 

 going forward, if all CMS Adult and Child Core Set measures continue to be required, MCO should ensure these 
measures appear in the workbooks and reports submitted to MLTC. 

 include next steps for each PIP in the QI Work Plan, so that the MCO has a high-level framework to guide their 
actions for the subsequent project year. 
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Timeliness 

The Timeliness domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: 
Utilization Management, and Grievances and Appeals.  
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, NTC performed better than the national Medicaid HMO averages for: 

 Pharmacotherapy Management of COPD—Systemic Corticosteroid, 

 Pharmacotherapy Management of COPD—Bronchodilator, 

 Cervical Cancer Screening, 

 Well-Child Visits 0–15 Months, 6+ Visits, 

 Comprehensive Diabetes Care—Retinal Exam, and 

 Follow-up for ADHD Medication—Continuation. 
 

The MCO reported rates below the national Medicaid HMO averages for: 

 COPD Spirometry Testing, 

 Appropriate Treatment for URI, 

 Appropriate Pharyngitis Testing, 

 Breast Cancer Screening, 

 Chlamydia Screening, 

 Comprehensive Diabetes Care—HbA1c Measurement, 

 Comprehensive Diabetes Care—Nephropathy Monitoring, 

 Follow-up for ADHD Medication—Initiation,  

 Timeliness of Prenatal Care, 

 Postpartum Exam, 

 Well-Child Visits 3–6 Years, and  

 Adolescent Well-Care Visits.  
 

Of note, the rates for Appropriate Treatment for URI, Appropriate Pharyngitis Testing, Chlamydia Screening, Timeliness 
of Prenatal Care, and Well-Child Visits 3–6 Years were at or below the national Medicaid 10th percentile. 
 
Compliance Review 
There were no partially compliant or non-compliant findings related to timeliness for Grievances and Appeals, or for 
Utilization Management. 
 
In the domain of Timeliness, IPRO recommends that NTC: 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 
 

Access  

The Access domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: Care 
Management and Provider Network. 
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, NTC performed better than the national Medicaid HMO averages for: 

 Children and Adolescents’ Access to Primary Care Practitioners (12–24 Months, 25 Months–6 Years, 7–11 years, and 
12–19 years); and 

 Adults’ Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years). 
 
The MCO reported a rate below the national Medicaid HMO average for Ambulatory Care—ED Visits/1,000 MM. 
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Of note, the rates for Adults’ Access to Primary Care Providers (20–44 Years and 45–64 Years) were at or above the 
national Medicaid 95th percentile.  
 
Compliance Review 
There were no partially compliant or non-compliant findings related to access for Care Management or for Provider 
Network. 

 
In the domain of Access, IPRO recommends that NTC: 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 

UnitedHealthcare Community Plan of Nebraska 

Quality 

The Quality domain encompasses PIP activities, HEDIS MY 2019 performance, and findings from six of the eight 
compliance domains: Member Services, Provider Services, Grievances and Appeals, Quality Management, 
Subcontracting, and Utilization Management.  
 
PIPs 
In CY 2019, the MCO continued work on three PIP topics: Improving Follow-up After Emergency Department (ED) Visit 
for Mental Health Illness or Substance Use Disorder (SUD), Initiation of 17P in Pregnant Women, and Tdap Vaccination 
for Pregnant Women, and proposed a new PIP, Diabetes Screening for Enrollees Diagnosed with Schizophrenia or 
Bipolar Disorder on Antipsychotic Medications (HEDIS SSD). The first PIP employed two HEDIS MY 2019 measures: 
Follow-up After ED Visit for Mental Illness (FUM), and Follow-up After ED Visit for Alcohol and Other Drug Dependence 
(FUA). Interim MY 2 data for CY 2019 demonstrated an opportunity for improvement in the FUM 7-day and 30-day 
measurements as rates decreased from baseline to interim MY 2 (53.69% to 45.09% and 73.54% to 65.93%, 
respectively). In contrast, there was an increase from baseline to interim MY 2 rates for FUA (7-day and 30-day follow-up 
for age 13–17 years and 30-day follow-up for age 18+ years). There was a decrease in the FUA 7-days follow-up rate for 
age 18+ years (10.56% to 10.07%). For the initiation of 17P in Pregnant Women PIP, there was a decrease from baseline 
to final measurement (25.46% to 14.07%) in the percentage of women who received 17P. The 17P initiation PIP ended in 
CY 2019 due to the Federal Drug Administration (FDA) Bone, Reproductive and Urologic Drugs Advisory Committee 
voting in favor of removing Makena from the market. For the Tdap during pregnancy PIP, analysis for CY 2019 
demonstrated an increase from baseline to interim MY 2 in the percentage of members who received the Tdap vaccine 
at any time during pregnancy and during the optimal 27- to 36-week gestational age period. Interim MY 1 results for the 
HEDIS SSD PIP will be submitted to IPRO and MLTC in April 2021 and incorporated into next year’s annual technical 
report. 
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, UHCCP performed better than the national Medicaid HMO averages for: 

 Adult BMI Assessment, 

 Human Papillomavirus Vaccine for Female Adolescents, 

 Medication Management for People with Asthma (Total)—75%, 

 Adolescent Immunization—Combo 1, 

 Childhood Immunizations—Combination 2, 

 Childhood Immunizations—Combination 3, 

 Childhood Immunizations—Combination 10, 

 Comprehensive Diabetes Care Blood Pressure < 140/90, 

 Controlling High Blood Pressure, 

 Use of Imaging for Low Back Pain, 

 Antidepressant Medication Management—Effective Acute Phase, and 

 Antidepressant Medication Management—Effective Continuation Phase. 
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The MCO reported rates below the national Medicaid HMO averages for the following measures: 

 Child/Adolescent BMI Assessment, 

 Child/Adolescent Counseling for Nutrition, 

 Child/Adolescent Counseling for Physical Activity, and 

 Lead Screening in Children. 
 
Of note, the rates for Childhood Immunizations—Combination 10 and Diabetes Care BP < 140/90 were at the national 
Medicaid 90th percentile. The rates for Child/Adolescent BMI Assessment and Child/Adolescent Counseling for Nutrition 
were at the national Medicaid 10th percentile. 
 
Compliance Review 
UHCCP received a designation of full compliance for Care Management, Provider Network, Subcontracting, Member 
Services and Education, Grievances and Appeals, Quality Management, and Utilization Management, and a designation 
of partial compliance for Provider Services: 

 Of the 5 standards reviewed for Provider Services, 4 standards were fully compliant and 1 was partially compliant. 
The following details findings from the review of this partially compliant standard: 
o Nine (9) of the 10 provider complaint files demonstrated timely resolution and contained the appropriate 

documentation. One case took 31 days to resolve, which is outside the timeframe outlined in UHCCP’s policies 
and procedures. 

 
In the domain of Quality, IPRO recommends that UHCCP: 

 ensure timely resolution of provider complaints, according to UHCCP policies (which state 30 days). Provider’s right 
to file in-person complaint should be communicated in the provider manual; and 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 
 

Timeliness 

The Timeliness domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: 
Utilization Management, and Grievances and Appeals.  
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, UHCCP performed better than the national Medicaid HMO averages for: 

 Pharmacotherapy Management of COPD—Bronchodilator, 

 Breast Cancer Screening, 

 Cervical Cancer Screening, 

 Comprehensive Diabetes Care – Retinal Exam, 

 Comprehensive Diabetes Care – HbA1c Measurement, 

 Comprehensive Diabetes Care – Nephropathy Monitoring, 

 Follow-up for ADHD Medication – Initiation Phase, 

 Well-Child Visits (0–15 Months, 6+ Visits), and 

 Adolescent Well-Care Visits. 
 
The MCO reported rates below the national Medicaid HMO averages for: 

 COPD Spirometry Testing,  

 Pharmacotherapy Management of COPD—Systemic Corticosteroid, 

 Appropriate Treatment for URI, 

 Appropriate Pharyngitis Testing, 

 Chlamydia Screening, 

 Follow-up for ADHD Medication—Continuation and Maintenance Phase, 

 Timeliness of Prenatal Care,  

 Postpartum Exam, and 

 Well-Child Visits (3–6 Years). 
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Of note, the rates for Diabetes Care—Retinal Exam, Diabetes Care—HbA1c Measurement, and Diabetes Care—
Nephropathy Monitoring were at the national Medicaid 90th percentile. The rates for Appropriate Treatment for URI, 
Appropriate Pharyngitis Testing, Chlamydia Screening, and Timeliness of Prenatal Care were at or below the national 
Medicaid 10th percentile. 
 
Compliance Review 
There were no partially compliant or non-compliant standards related to timeliness for Utilization Management, or for 
Grievances and Appeals. 
 
In the domain of Timeliness, IPRO recommends that UHCCP: 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 

 

Access  

The Access domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: Care 
Management and Provider Network.   
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, UHCCP performed better than the national Medicaid HMO averages for: 

 Children and Adolescents’ Access to Primary Care Practitioners (12–24 Months), 

 Children and Adolescents’ Access to Primary Care Practitioners (25 Months–6 Years); 

 Children and Adolescents’ Access to Primary Care Practitioners (7–11 years); 

 Children and Adolescents’ Access to Primary Care Practitioners (12–19 years), and 

 Adults’ Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years). 
 
The MCO reported rates below the national Medicaid HMO averages for: 

 Ambulatory Care—ED Visits/1,000 MM. 
 

Of note, the rates for Adults’ Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years) were at the 
national Medicaid 95th percentile. The rate for Ambulatory Care—ED Visits/1,000 MM was at the national Medicaid 
25th percentile. 
 
Compliance Review 
UHCCP received a designation of full compliance for Care Management and Provider Network. 
 
In the domain of Access, IPRO recommends that UHCCP: 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 

Healthy Blue (Formerly WellCare of Nebraska)  

Quality 

The Quality domain encompasses PIP activities, HEDIS MY 2019 performance, and findings from six of the eight 
compliance domains: Member Services, Provider Services, Grievances and Appeals, Quality Management, 
Subcontracting, and Utilization Management.  
 
PIPs 
In CY 2019, Healthy Blue submitted interim reports for three PIP topics: Improving Follow-up After Emergency 
Department (ED) Visit for Mental Health Illness (MHI) or Substance Use Disorder (SUD), Initiation of 17P in Pregnant 
Women and Tdap Vaccination for Pregnant Women, and submitted a proposal for a new PIP, Diabetes Screening for 
Enrollees Diagnosed with Schizophrenia or Bipolar Disorder on Antipsychotic Medications (HEDIS SSD). Healthy Blue 
demonstrated an overall improvement in follow-up after an ED visit for SUD for members 13–17 years of age and 18+ 
years of age from baseline to interim MY 2. Similarly, rates for follow-up after an ED visit for MHI improved for the 30-
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day follow-up and conversely declined for the 7-day follow up (across all age cohorts). For Healthy Blue’s 17P PIP, data 
analysis demonstrated a small decline from baseline to final MY in the percentage of pregnant members with a history 
of preterm birth who received 17P due to providers changing their practice based on the PROLONG clinical trial results. 
The 17P PIP was discontinued in 2020 due to the removal of Makena® from the market. For Healthy Blue’s Tdap PIP, 
data analysis demonstrated an increase in the percentage of members who received the Tdap vaccine at any time during 
pregnancy and the percentage of members who received Tdap during the optimal gestational period (37 weeks) during 
pregnancy. Interim MY 1 results for the HEDIS SSD PIP will be submitted in April 2021 and incorporated into next year’s 
annual technical report. 
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, Healthy Blue performed better than the national Medicaid HMO averages for: 

 Adolescent Immunization – Combo 1, and 

 Childhood Immunizations – Combination 10, 
 
The MCO reported rates below the national Medicaid HMO averages for: 

 Child/Adolescent BMI Assessment, 

 Child/Adolescent Counseling for Nutrition, 

 Child/Adolescent Counseling for Physical Activity, 

 Human Papillomavirus Vaccine for Female Adolescents, 

 Medication Management for People with Asthma (Total)—75%, 

 Lead Screening in Children, 

 Childhood Immunizations—Combination 2, 

 Childhood Immunizations—Combination 3, 

 Comprehensive Diabetes Care BP < 140/90, 

 Controlling High Blood Pressure, 

 Use of Imaging for Low Back Pain, 

 Antidepressant Medication Management—Effective Acute Phase, and 

 Antidepressant Medication Management—Effective Continuation Phase. 
 
Of note, the rates for Adult BMI Assessment, Child/Adolescent BMI Assessment, Child/Adolescent Counseling for 
Nutrition, Child/Adolescent Counseling for Physical Activity, Medication Management for People with Asthma (Total)—
75%, and Controlling High Blood Pressure were at or below the national Medicaid 10th percentile. 
 
Compliance Review 
Healthy Blue received a designation of partial compliance for Provider Services, Quality Management, and Grievances 
and Appeals (note the standards determined to be substantial for Grievances and Appeals relate to timeliness, not 
quality, and thus are not reflected in this section). The MCO demonstrated full compliance for Care Management, 
Provider Network, Utilization Management Subcontracting and Member Services and Education:  

 Of the 5 standards / sub-standards reviewed for Provider Services, 4 were fully compliant and 1 was partially 
compliant. The following details the findings from the review of this partially compliant standard: 
o Nine (9) of 10 provider appeal files demonstrated evidence of timely resolution. One (1) file exceeded the 30-

calendar-day turnaround time. 
 

 For Quality Management, a total of 37 standards /sub-standards were reviewed. Of those 37 standards /sub-
standards, 34 standards were fully compliant, 2 were partially compliant, and 1 was not applicable. The following 
details findings from the review of partially compliant standards: 
o Amendment 7 of the Heritage Health contract required that all CMS Adult and Child Core Set measures be 

reported. MLTC provided a reporting template for the MCOs, with the understanding that it would need to be 
updated each year to reflect the required measure set. Healthy Blue did not submit all required measures. 

o The Quality Performance Measurement and Evaluation requirement is partially evidenced in the four PIP reports 
submitted (for the new HEDIS SSD PIP and the three projects that started in 2018: Tdap, 17P, and Follow-Up 
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After ED Visit for Mental Health Illness/Substance Use Disorder), as well as in the Adult and Child Core Set 
measure summaries and the HEDIS MY 2018 workbook.  

 
In the domain of Quality, IPRO recommends that Healthy Blue: 

 ensure all provider claims disputes are resolved within 30 calendar days, per their policies and procedures; 

 ensure that, going forward, if all CMS Adult and Child Core Set measures continue to be required, they appear in the 
workbooks and reports submitted to MLTC; and 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 
 

Timeliness 

The Timeliness domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: 
Utilization Management, and Grievances and Appeals. 
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, Healthy Blue performed better than the national Medicaid HMO averages for: 

 Cervical Cancer Screening, 

 Comprehensive Diabetes Care—Retinal Exam, 

 Comprehensive Diabetes Care—HbA1c Measurement, 

 Follow-up for ADHD Medication—Initiation, 

 Follow-up for ADHD Medication—Continuation,  

 Timeliness of Prenatal Care, 

 Well-Child Visits 0–15 Months, 6+ Visits, and 

 Adolescent Well-Care Visits. 
 
The MCO reported rates below the national Medicaid HMO averages for: 

 COPD Spirometry Testing, 

 Pharmacotherapy Management of COPD—Systemic Corticosteroid, 

 Pharmacotherapy Management of COPD—Bronchodilator, 

 Appropriate Treatment for URI, 

 Appropriate Pharyngitis Testing, 

 Breast Cancer Screening, 

 Chlamydia Screening, 

 Comprehensive Diabetes Care—Nephropathy Monitoring, 

 Postpartum Exam, and 

 Well-Child Visits (3–6 Years). 
 

Of note, the rates for COPD Spirometry Testing, Pharmacotherapy Management of COPD—Systemic Corticosteroid, 
Pharmacotherapy Management of COPD—Bronchodilator, Breast Cancer Screening, Chlamydia Screening, Diabetes 
Care—Nephropathy Monitoring, and Postpartum Exam were at or below the national Medicaid 10th percentile. 
 
Compliance Review 
Healthy Blue received a designation of partial compliance for Grievances and Appeals. There were no partially compliant 
standards related to timeliness for Utilization Management: 

 Of the 3 standards/sub-standards that were reviewed for Grievances and Appeals, all 3 were partially compliant. The 
following details findings from the review of the partially compliant standards: 
o Of the 20 grievance files reviewed for this requirement, 18 files met the requirement for timeliness of 

acknowledgement and the remaining 2 files did not meet the requirement for acknowledgement in writing 
within 10 calendar days of receipt. For both files, the acknowledgement letter was dated more than 10 calendar 
days after the MCO received the request. 

o Of the 10 appeals files reviewed, 5 files were not applicable for this requirement as they were expedited 
appeals. Of the 5 remaining standard appeals, 3 files met the requirement and 2 files did not meet the 
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requirement. For both files, the acknowledgement letter was dated more than 10 calendar days after the MCO 
received the request. 

o Of the 5 expedited appeals files reviewed, 4 files met the requirement and the remaining 1 file did not meet the 
requirement. With regard to the 1 file that did not meet the requirement, the acknowledgement letter was 
dated 7/13/2020, which was outside of the review period. The MCO received the request on 5/21/2019. At the 
virtual compliance review, the MCO explained that this finding is accurate; a coordinator did not mail the 
acknowledgement letter to the member at the time the appeal was received. 

o Post virtual onsite, IPRO requested the MCO submit proof of submission of the grievance logs to MLTC during 
the review period. As proof of submission of Grievances and Appeals Logs, the MCO submitted emails sent to 
MLTC on Thursday, September 10, 2020. This date was outside of the review period. 

 
In the domain of Timeliness, IPRO recommends that Healthy Blue: 

 make a reasonable effort to ensure that acknowledgment letters for grievances and appeals are sent to 
members/providers within the required timeframe of 10 calendar days. This includes continuing to train staff on 
grievances and appeals policies and protocols for timely acknowledgment and following internal workflows and 
processes for processing grievances and appeals; 

 resolve each expedited appeal within the required timeframe of 72 hours after receipt, and train appropriate staff 
on the processes and procedures related to resolution of expedited Appeals; 

 submit proof of submission of Grievances and Appeals Logs to MLTC within the review period in question to satisfy 
this requirement; and 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 
 

Access  

The Access domain includes HEDIS MY 2019 performance and findings from two of the eight compliance domains: Care 
Management and Provider Network.  
 
HEDIS MY 2019 Performance 
For HEDIS MY 2019, Healthy Blue performed better than the national Medicaid HMO averages for: 

 Children and Adolescents’ Access to Primary Care Practitioners (12–24 Months), 

 Children and Adolescents’ Access to Primary Care Practitioners (25 months–6 years), 

 Children and Adolescents’ Access to Primary Care Practitioners (7–11 years), 

 Children and Adolescents’ Access to Primary Care Practitioners (12–19 years), and 

 Adults’ Access to Primary Care Providers (20–44 Years and 45–64 Years). 
 
The MCO performed below the national Medicaid HMO averages for: 

 Adults’ Access to Primary Care Providers—65+ years, and 

 Ambulatory Care—ED Visits/1,000 MM (note for this measure, a lower rate is desirable). 
 
Of note, the rate for Access to Primary Care Providers—65+ years was at the national Medicaid 5th percentile, and 
Adults’ Access to Primary Care Providers—20–44 Years rate was at or above the national Medicaid 90th percentile. 
 
Compliance Review 
Healthy Blue received a designation of full compliance for Care Management and Provider Network.  
 
In the domain of Access, IPRO recommends that Healthy Blue: 

 develop interventions to specifically target performance for those HEDIS MY 2019 measures that are at or below the 
national Medicaid HMO average. 
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Background 

Nebraska Medicaid Managed Care Program: Heritage Health 
The State of Nebraska’s Medicaid Program is administered through the NE DHHS, MLTC. The Medicaid program provides 
health care coverage for approximately 240,000 individuals.  
 
Managed care was developed to improve the health and wellness of Nebraska’s Medicaid clients by increasing their 
access to comprehensive health care services in a cost effective manner. This program has steadily evolved since 1995, 
from an initial program that provided physical health benefits in three counties, to the current one that provides a full-
risk, capitated Medicaid managed care (MMC) program for physical health (PH), behavioral health (BH), and pharmacy 
services statewide.  
 
The Nebraska MMC Program, formerly referred to as the Nebraska Health Connection (NHC), was implemented in July 
1995 with two separate 1915(b) waivers: one for PH and one for mental health and SUDs, with full-risk BH managed care 
effective September 2013. In October 2015, following a request for proposal (RFP) for their new integrated MMC 
Program, referred to as Heritage Health, NE DHHS contracted with three MCOs to each provide physical health care, 
behavioral health care, and pharmacy services for their Medicaid and Children’s Health Insurance Program (CHIP) 
enrollees, beginning January 1, 2017.  
 
Notable changes associated with the implementation of this program include the integration of physical and behavioral 
health care through three MCO contracts for all 93 counties in the state of Nebraska (Table 1); inclusion of pharmacy 
services in the core benefit package and the MCO capitation rate; inclusion of the aged, blind, and disabled populations 
who are dually eligible for Medicaid and Medicare, in a home- and community-based services (HCBS) waiver program, or 
living in an institution, for managed care PH services; and the expansion of enrollment broker services to complete the 
process of member enrollment. Further, NE DHHS contracted with one dental benefits manager, MCNA, which started 
operations in October 2017, across all 93 counties. Beginning July 2019, non-emergency medical transportation (NEMT) 
services were carved into the Heritage Health Program, thereby allowing the MCOs to further integrate and coordinate 
care for their members. 
 
In October 2020, MLTC received federal approval for the Heritage Health Adult (HHA) Expansion Program as part of 
Nebraska’s Medicaid Expansion initiative, which seeks to improve health outcomes and encourage life successes for 
Medicaid beneficiaries. Under the HHA program, Medicaid coverage is available to adults ages 19–64 years with incomes 
up to 138% of the federal poverty level. The HHA Expansion Program covers two benefits packages: basic benefits, 
including PH, BH, and prescription drug coverage, and prime benefits, including all basic benefits plus dental, vision, and 
over-the-counter (OTC) drug coverage. Those eligible for prime benefits include members ages 19–20 years, pregnant 
members, and the medically frail. As of November 1, 2020, there were 16,187 Nebraskans eligible for coverage under 
the HHA Expansion Program. MCEs in this report are contracted by NE DHHS to provide services as an MCO/HMO to 
Medicaid recipients residing in the counties noted in Table 1.  
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Table 1: Nebraska MCEs and Counties  
MCEs Counties 

 Nebraska Total Care  

 UnitedHealthcare 
Community Plan of 
Nebraska 

 Healthy Blue 
(formerly WellCare of 
Nebraska) 

 Managed Care of 
North America 
(MCNA) Dental 

Adams, Antelope, Arthur, Banner, Blaine, Body, Boone, Box Butte, Brown, Buffalo, Burt, 
Butler, Cass, Cedar, Chase, Cherry, Cheyenne, Clay, Colfax, Cuming, Custer, Dakota, 
Dawes, Dawson, Deuel, Dixon, Dodge, Douglas, Dundy, Fillmore, Franklin, Frontier, 
Furnas, Gage, Garden, Garfield, Gosper, Grant, Greeley, Hall, Hamilton, Harlan, Hayes, 
Hitchcock, Holt, Hooker, Howard, Jefferson, Johnson, Kearney, Keith, Keya Paha, Kimball, 
Knox, Lancaster, Lincoln, Logan, Loup, Madison, McPherson, Merrick, Morrill, Nance, 
Nemaha, Nuckolls, Otoe, Pawnee, Perkins, Phelps, Pierce, Platte, Polk, Red Willow, 
Richardson, Rock, Saline, Sarpy, Saunders, Seward, Scottsbluff, Sheridan, Sherman, Sioux, 
Stanton, Thayer, Thomas, Thurston, Valley, Washington, Wayne, Webster, Wheeler, and 
York 

MCE: managed care entity. 

 
 
Medicaid populations who are mandated to participate in the Nebraska MMC program include: 

 families, children, and pregnant women eligible for Medicaid under Section 1931 of the Social Security Act (SSA) or 
related coverage groups; 

 children, adults, and related populations who are eligible for Medicaid due to blindness or disability; 

 Medicaid beneficiaries who are age 65 years or older and not members of the blind/disabled population or 
members of the Section 1931 adult population; 

 low-income children who are eligible to participate in Medicaid in Nebraska through Title XXI (CHIP); 

 Medicaid beneficiaries who are receiving foster care or subsidized adoption assistance (Title IV-E), are in foster care, 
or are otherwise in an out-of-home placement; 

 Medicaid beneficiaries who participate in a HCBS Waiver program. This includes adults with intellectual disabilities 
or related conditions; children with intellectual disabilities and their families, aged persons, and adults and children 
with disabilities; members receiving targeted case management through the DHHS Division of Developmental 
Disabilities; Traumatic Brain Injury Waiver participants; and any other group covered by the state’s 1915(c) waiver of 
the SSA; 

 women who are eligible for Medicaid through the Breast and Cervical Cancer Prevention and Treatment Act of 2000 
(Every Woman Matters); 

 Medicaid beneficiaries for the period of retroactive eligibility, when mandatory enrollment for managed care has 
been determined; and 

 members eligible during a period of presumptive eligibility; and 

 members covered in the HHA Expansion Program, including adults ages 19–64 years with incomes up to 138% of the 
federal poverty level. 

 
NE DHHS currently contracts with vendors to perform the following services for the Heritage Health: 

 PH managed care services, 

 BH managed care services, 

 enrollment broker services, 

 EQR services, 

 actuarial services, and 

 pharmacy benefit management services.  
 

The MMC Program offers clients expanded choices, increased access to primary care, greater coordination and 
continuity of care, cost-effective quality health services and better health outcomes through effective care 
management. 
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Table 2 displays Medicaid enrollment across the four (4) MCEs as of December 2020.  

Table 2: Medicaid Managed Care Enrollment by MCE as of December 2020 
MCE MMC Enrollment 

MCNA Dental 302,724 

Nebraska Total Care 99,358 

UnitedHealthcare Community Plan of Nebraska 101,362 

Healthy Blue 98,621 
MCE: managed care entity; MMC: Medicaid managed care; MCNA: Managed Care of North America. 

Nebraska Quality Goals and Objectives  
NE DHHS developed the MMC Program to improve the health and wellness of Nebraska’s Medicaid clients by increasing 
their access to comprehensive health services in a way that is cost-effective to the state. The objectives of the program 
continue to be improved access to quality care and services, improved client satisfaction, reduction of racial and ethnic 
health disparities, cost reduction, and the reduction/prevention of inappropriate/unnecessary utilization.  
 
The goals and objectives for the Heritage Health Program directly reflect the Quadruple Aim of improving member 
experience of care, provider experience, the health of populations, and reducing the per-capita cost of health care. 
MLTC seeks to achieve the following goals under this integrated physical and behavioral health system:  

 improve health outcomes; 

 enhance integration of services and quality of care; 

 place emphasis on person-centered care, including enhanced preventive and care management services (focusing on 
the early identification of members who require active care management); 

 reduce rate of costly and avoidable care; 

 improve financially sustainable system; 

 increase evidence-based treatment; 

 increase outcome-driven community-based programming and support; 

 increase coordination among service providers; 

 promote a recovery-oriented system of care; and 

 expand access to high-quality services (including hospitals, physicians, specialists, pharmacies, mental health and SUD 
services, federally qualified and rural health centers, and allied health providers) to meet the needs of Nebraska’s 
diverse clients. 

 
In terms of oral health, MLTC seeks to achieve the following goals: 

 improved access to routine and specialty dental care; 

 improved coordination of care; 

 better dental health outcomes; 

 increased quality of dental care; 

 outreach and education to promote dental health; 

 increased personal responsibility and self-management; and 

 overall savings to the Nebraska Medicaid program by preventing treatable dental conditions from becoming costly 
medical conditions. 

 
The state supplies MCEs with race, ethnicity, and primary language information about Medicaid enrollees that has been 
collected during intake and eligibility procedures. The state expects the MCE to use the information to promote delivery 
of services in a culturally competent manner and to reduce racial and ethnic health disparities for enrollees. 
 
The state has had success with prenatal incentive and emergency room divergence programs. Building on these 
successes and successful PIPs carried out by MCEs, the state hopes to continue improving clinical and non-clinical care 
aspects with proactive and effective programming. 
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External Quality Review Activities 
Over the course of 2020, IPRO conducted a compliance monitoring virtual visit, validation of PMs, and validation of PIPs. 
Each activity was conducted in accordance with CMS protocols for determining compliance with MMC regulations. 
Details of how these activities were conducted are described in Appendices A–C and address: 

 objectives for conducting the activity, 

 technical methods of data collection, 

 descriptions of data obtained, and 

 data aggregation and analysis. 
 
Conclusions drawn from the data and recommendations related to access, timeliness and quality are presented in the 
Executive Summary section of this report. 
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Corporate Profiles 
As shown in Table 3, four MCEs composed Nebraska’s MMC program during 2020: 

 Managed Care of North America Dental (MCNA) is a Medicaid DBPM that serves the entire state of Nebraska. 

 Nebraska Total Care (NTC) is a Medicaid MCO operated by Centene Corporation. Nebraska Total Care serves the 
entire state of Nebraska.  

 UnitedHealthcare Community Plan of Nebraska (UHCCP) is a Medicaid MCO operated by UnitedHealthcare of the 
Midlands, Inc. UnitedHealthcare Community Plan serves the entire state of Nebraska.   

 Healthy Blue is a Medicaid MCO operated by Blue Cross and Blue Shield of Nebraska. Healthy Blue serves the entire 
state of Nebraska. 

Table 3: Corporate Profiles 
Field MCNA NTC UHCCP Healthy Blue 

Type of organization PAHP HMO HMO HMO 

Year operational in Nebraska 2017 2017 Prior to 2002 2017 

Total Medicaid enrollment as of 12/2020 302,724 99,358 101,362 98,621 

NCQA Medicaid accreditation status  Accredited  Commendable Accredited 

NCQA National Medicaid ranking  Unavailable1 Unavailable1 Unavailable1  

URAC Medicaid accreditation status Fully accredited    
1 Due to the 2019 Novel Coronavirus (COVID-19) pandemic, NCQA will not release 2020–2021 Health Plan Ratings for any product 
line; per NCQA Health Plan Rating results (http://healthinsuranceratings.ncqa.org/). Ratings from 2019 for NTC were unavailable due 
to insufficient data. 
MCNA: Managed Care of North America; NTC: Nebraska Total Care; UHCCP: UnitedHealthcare Community Plan; PAHP: prepaid 
ambulatory health plan; HMO: health maintenance organization; NCQA: National Committee for Quality Assurance; URAC: 
Utilization Review Accreditation Committee. 
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Findings, Strengths and Recommendations with Conclusions Related to Health Care 
Quality, Timeliness and Access 

Introduction 
This section of the report addresses the findings from the assessment of the MCEs’ strengths and areas for improvement 
related to quality, timeliness, and access. The findings are detailed in each subpart of this section (i.e., Compliance 
Monitoring, Accreditation and NCQA Ratings, Assignment of HEDIS MY 2019 Performance Measure Rates to 
Performance Domains, and Validation of Performance Improvement Projects). 

Compliance Monitoring 
This subpart of the report presents the results of the review by IPRO of the MCEs’ compliance with regulatory standards 
and contract requirements for April 1, 2019–March 31, 2020. The review is based on information derived from IPRO’s 
conduct of the annual regulatory compliance review, which took place in August 2020. IPRO’s assessment methodology 
is consistent with the protocols established by CMS and is described in detail in Appendix A.  
 
A description of the content evaluated under each compliance domain follows: 

 Care Management—The evaluation of care management includes, but is not limited to, review of: policies and 
procedures for the MCO’s care management program, health-risk assessment development and data collection, and 
file review of care management records. 

 Provider Network—The evaluation of provider network includes, but is not limited to, review of: policies and 
procedures for confidentiality; direct access services; provider access requirements; program capacity reporting; 
evidence of monitoring program capacity for primary care, specialists, hospital care and ancillary services; evidence 
of evaluation, analysis and follow-up related to program capacity monitoring; and enrollment and disenrollment and 
tracking of disenrollment data. 

 Provider Services—The evaluation of provider services includes, but is not limited to, review of: policies and 
procedures for provider complaint system, and processes implemented in response to tracking/trending of provider 
complaints. Also reviewed are provider complaint files. 

 Subcontracting—The evaluation of subcontracting includes, but is not limited to, review of: policies and procedures 
for oversight of subcontractor performance, processes for identifying deficiencies and taking corrective action, and 
evidence of written contracts between the MCE and the subcontractor. Also reviewed are pre-delegation reports as 
well as reports that evidence ongoing monitoring and formal reviews of each subcontractor. 

 Member Services and Education—The evaluation of member services and education includes, but is not limited to, 
review of: policies and procedures for member rights and responsibilities, PCP changes, Indian health protections, 
documentation of advance medical directives, and medical record-keeping standards. Also reviewed are 
informational materials, including the member handbook; processes for monitoring provider compliance with 
advance medical directives and medical record-keeping standards; and evidence of monitoring, evaluation, analysis 
and follow-up regarding advance medical directives.  

 Quality Management—The evaluation of quality management includes, but is not limited to, review of: Quality 
Improvement (QI) Program Description; Annual QI Evaluation; QI Work Plan; QI Committee structure and function, 
including meeting minutes; PIPs; HEDIS final audit report (FAR; not applicable for Healthy Blue and NTC for this 
reporting year because HEDIS data were not yet available); documentation related to PM calculation, reporting, and 
follow-up; and evidence of internal assessment of accuracy and completeness of encounter data. 

 Utilization Management—The evaluation of utilization management (UM) includes, but is not limited to, review of: 
policies and procedures for UM, UM Program Description, UM Program Evaluation, UM activities, and file review of 
denials.  

 Grievances and Appeals—The evaluation of grievances and appeals includes, but is not limited to, a review of: 
policies and procedures for grievances and appeals, file review of member grievances and appeals, MCE program 
reports on appeals and grievances, QI committee minutes, and staff interviews. 
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Table 4 displays the 2020 compliance review designations for each MCE. 

Table 4: Summary of 2020 Compliance Review Findings (Measurement Period 4/1/19–3/31/20) 

Compliance Domain MCNA NTC UHCCP Healthy Blue Performance Domain(s) 

Care Management  N/A Full Full Full Access 

Provider Network Full Full Full  Full Access 

Provider Services Full Partial Partial Partial Quality 

Subcontracting Full Full Full Full Quality 

Member Services and 
Education 

Full Full Full Full Quality 

Quality Management Partial Partial Partial Partial Quality 

Utilization Management Full Full Full Full Quality and Timeliness 

Grievances and Appeals Full Full  Full  Partial Quality and Timeliness 
MCNA: Managed Care of North America; NTC: Nebraska Total Care: UHCCP: UnitedHealthcare Community Plan of Nebraska. 

 
For each MCE, a description is provided, including: content reviewed, current year findings and recommendations, and 
MCE response and action plan. 

MCNA 

Provider Network 

The evaluation of provider network includes, but is not limited to, review of: policies and procedures for confidentiality; 
direct access services; provider access requirements; program capacity reporting; evidence of monitoring program 
capacity for primary care, specialists, hospital care, and ancillary services; evidence of evaluation, analysis, and follow-up 
related to program capacity monitoring; and enrollment and disenrollment and tracking of disenrollment data. 
 
A total of 11 standards were reviewed; all 11 were fully compliant. 
 

Provider Services 

The evaluation of provider services includes, but is not limited to, review of: policies and procedures for provider 
complaint system, and processes implemented in response to tracking/trending of provider complaints. Also reviewed 
are provider complaint files. 
 
A total of 4 standards were reviewed; all 4 were fully compliant. 
 

Subcontracting 

The evaluation of subcontracting includes, but is not limited to, review of: policies and procedures for oversight of 
subcontractor performance, processes for identifying deficiencies and taking corrective action, and evidence of written 
contracts between the MCP and the subcontractor. Also reviewed are pre-delegation reports, as well as reports that 
evidence ongoing monitoring and formal reviews of each subcontractor. 
 
A total of 2 standards were reviewed; all 2 were fully compliant. 
 

Member Services and Education 

The evaluation of member services and education includes, but is not limited to, review of: policies and procedures for 
member rights and responsibilities, primary care provider (PCP) changes, Indian health protections, documentation of 
advance medical directives, and medical record-keeping standards. Also reviewed are informational materials, including 
the member handbook; processes for monitoring provider compliance with advance medical directives and medical 
record-keeping standards; and evidence of monitoring, evaluation, analysis, and follow-up regarding advance medical 
directives.  
 
A total of 5 standards were reviewed; all 5 were fully compliant. 
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Quality Management 

The evaluation of quality management includes, but is not limited to, review of: QI Program Description; Annual QI 
Evaluation; QI Work Plan; QI Committee structure and function, including meeting minutes; PIPs; documentation related 
to PM calculation, reporting, and follow-up; and evidence of internal assessment of accuracy and completeness of 
encounter data.  
 
A total of 21 standards were reviewed; 13 were fully compliant, 3 were partially compliant, 3 were non-compliant, and 2 
were deemed not applicable. Partially compliant quality management standards are presented in Table 5. Non-
compliant quality management standards are presented in Table 6. 

Table 5: MCNA Quality Management—Partially Compliant Standards 

Partially Compliant Standards 
Findings and Recommendations for 

Improvement MCNA Response and Action Plan 

Annual Member Satisfaction 
Survey 
The DBPM must conduct annual 
Consumer Assessment of 
Healthcare Providers and 
Subsystems (CAHPS) surveys 
and methodology to assess the 
quality and appropriateness of 
care to members each contract 
year. 
 
The most current CAHPS DBPM 
Survey for Medicaid enrolled 
individuals must be used and 
include: 
1. Getting Needed Care 
 
2. Getting Care Quickly 
 
3. How Well Providers 
Communicate 
 
4. DBPM Customer Service 
 
5. Global Ratings 
 
Member Satisfaction Survey 
Reports are due 120 calendar 
days after the end of the 
contract year. 

During the last annual compliance audit (May 
2019), it was observed that a CAHPS survey 
was not utilized to assess member 
satisfaction. The DBPM indicated that a 
pediatric dental survey for CAHPS is currently 
unavailable. The only survey related to dental 
care is designed for an adult plan with cost 
sharing. It does not relate to a Medicaid 
limited adult benefit where members are 
capped at an annual amount of $750. Thus 
the DBPM does not believe it is an 
appropriate tool to use in their member 
population.  
 
Given that the MLTC contract with MCNA 
specifies CAHPS, this requirement is only 
“partially addressed.” MCNA did administer a 
survey in 2019, which had questions that 
mirror CAHPS. The survey response scale was 
skewed in a positive/favorable direction last 
year; is the scale still calculated the same this 
year? For instance, a satisfaction level of 1 is 
equal to a score of 60, 2 is 75, 3 is 83, 4 is 95, 
and 5 is 100. The aggregate of these scores is 
difficult to evaluate, as the difference 
between each level varies (15 units from 1 to 
2, 8 units from 2 to 3, 12 units from 3 to 4, 
and 5 units from 4 to 5). Upon aggregation of 
survey findings, results will be skewed in a 
favorable direction (given the small 
difference between the 4th and 5th levels, 
and the fact that the lowest possible score is 
60, as opposed to 0). 
 
During the virtual onsite, MCNA indicated 
that they have partnered with University of 
Alabama Birmingham to administer their 
member satisfaction survey. This will more 
closely mirror the CAHPS methodology. 
 

MCNA has contracted with 
DataStat to administer the CAHPS 
member satisfaction survey and 
methodology. 
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Partially Compliant Standards 
Findings and Recommendations for 

Improvement MCNA Response and Action Plan 

Recommendation 
MCNA’s partnership with University of 
Alabama Birmingham should help to address 
the prior findings related to inconsistent 
CAHPS methodology. 

Survey results and a description 
of the survey process must be 
reported to MLTC separately for 
each required CAHPS survey. 
 
 

Survey results were reported to MLTC. The 
survey was based on inbound calls to the 
Member Call Center. Outbound calls were 
used to supplement, as necessary, to ensure 
results could be compiled from a statistically 
significant portion of the population. MCNA 
did not detail the number of surveys that 
were attributed to inbound calls versus 
outbound calls. A total of 689 surveys were 
completed. This represents a very small 
percentage (~0.2%) of MCNA’s population of 
241,693 (as of 12/2019). The DBPM should 
consider evaluating parent/guardian 
satisfaction with their child’s dental care and 
analyzing those results alongside adult 
satisfaction scores to see if there is a 
significant difference. 
 
Recommendation   
MCNA’s partnership with University of 
Alabama Birmingham should help to address 
the prior findings related to inconsistent 
CAHPS methodology. MCNA should ensure 
child and adult findings are reported 
separately to MLTC. 

MCNA has contracted with 
DataStat to administer the CAHPS 
member satisfaction survey and 
methodology wherein child and 
adult findings will be reported 
separately to MLTC.  
  
 

Provider Satisfaction Surveys 
The DBPM must conduct an 
annual provider survey to 
assess satisfaction with provider 
enrollment, provider 
communication, provider 
education, provider complaints, 
claims processing, claims 
reimbursement, and utilization 
management processes. The 
Provider Satisfaction Survey 
tool and methodology must be 
submitted to MLTC for approval 
prior to administration. 

This requirement is partially evidenced in 
MCNA’s 2019 MCNA Nebraska Provider 
Satisfaction Survey Results and Analysis 
Report. The DBPM assessed provider 
satisfaction with provider relations, pre-
authorization process, appeals, claims, 
provider services, and overall provider 
experience with MCNA. 
 
Provider enrollment and provider complaints 
were not evident in the report. 
 
On the day of the review, MCNA indicated 
that provider enrollment is handled by the 
state agency, and thus MCNA does not 
include a question regarding the provider 
enrollment process in its provider survey. 
MCNA received 10 provider complaints 
during calendar year 2018. Given the 
calendar year 2018 complaint volume 
compared to MCNA’s network size, MCNA 

MCNA will include questions in our 
2020 Provider Satisfaction Survey 
that will address the provider 
enrollment and complaint 
resolution processes. 
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Partially Compliant Standards 
Findings and Recommendations for 

Improvement MCNA Response and Action Plan 

did not add a provider complaint question to 
the 2019 provider survey, given the question 
would not be valid to the vast majority of 
MCNA’s provider network. MCNA received 
one complaint in calendar year 2019.  
 
Recommendation 
MCNA should include questions in their 
provider satisfaction survey that assess 
perceptions of the enrollment process and 
complaint resolution process. The DBPM 
explained that the state handles provider 
enrollment; however, perceptions of this 
process should still be taken into 
consideration at the state’s request. Further, 
only one complaint received during the 
review period indicates that there may be a 
discrepancy In what qualifies as a provider 
complaint and what is formally recorded as 
such. The DBPM should include a question in 
the Provider Survey to assess the complaint 
process, with “N/A” as a choice for those 
providers that did not file a complaint 
(formally or informally) with the DBPM 
during the year.  

MCNA: Managed Care of North America; DBPM: dental benefits program manager; MLTC: Division of Medicaid and Long-Term Care.  
 

 

Table 6: MCNA Quality Management—Non-compliant Standards 

Non-compliant Standards 
Findings and Recommendations for 

Improvement MCNA Response and Action Plan 

The survey must be 
administered to a statistically 
valid random sample of clients 
who are enrolled in the DBPM 
at the time of the survey. 

Member services representatives attempt to 
conduct a member satisfaction survey on 
each inbound call received. This methodology 
is not consistent with statistically valid 
random sampling of members enrolled in the 
DBPM. 
 
Recommendation 
In order to be consistent with CAHPS 
methodology, MCNA should ensure a 
statistically random sample is drawn, based 
on members who have had a dental visit with 
an MCNA provider. MCNA’s partnership with 
University of Alabama at Birmingham should 
help to address the prior findings related to 
inconsistent CAHPS methodology.   

MCNA has contracted with 
DataStat to administer the CAHPS 
member satisfaction survey and 
methodology wherein a 
statistically random sample will be 
selected for both children and 
adults who have had a dental visit 
with an MCNA provider. 

The surveys must provide valid 
and reliable data for results 
statewide and by county. 

MCNA did not follow CAHPS or CAHPS-like 
methodology; thus, the validity and reliability 
of survey results should be interpreted with 

MCNA has contracted with 
DataStat to administer the CAHPS 
member satisfaction survey and 
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Non-compliant Standards 
Findings and Recommendations for 

Improvement MCNA Response and Action Plan 

caution. While statewide results were 
provided, results by county were not 
(however, regions were stratified and 
presented in the survey report: central, 
eastern, northern, southeast, and western). 
 
Recommendation 
MCNA’s partnership with University of 
Alabama Birmingham should help to address 
the prior findings related to inconsistent 
CAHPS methodology. MCNA should ensure 
that results are stratified by county. 

methodology wherein results will 
be stratified by county. 

Analysis must provide statistical 
analysis for targeting 
improvement efforts and 
comparison to national and 
state benchmark standards. 

Statistical analysis for targeting improvement 
efforts was not demonstrated. Comparisons 
to national/state benchmarks are not 
applicable, as this is not a standardized 
survey.  
 
Recommendation 
MCNA’s partnership with University of 
Alabama at Birmingham should help to 
address the prior findings related to 
inconsistent CAHPS methodology.  
 
MCNA should have a procedure in place that 
outlines how they will evaluate survey results 
to ensure appropriate statistical analysis is 
employed in order to target improvement 
efforts. In an effort to compare performance 
of MCNA in Nebraska, the DBPM might 
consider comparing against other states in 
which they operate with a similar benefit 
structure. 

MCNA has contracted with 
DataStat to administer the CAHPS 
member satisfaction survey and 
methodology.  The analysis will 
include quantifiable analysis as 
performed by DataStat and 
included in their final report.  This 
analysis will include stratified 
results based on age, sex, and 
cultural demographics.  MCNA’s QI 
staff will perform qualitative 
analysis through the QI structure, 
which includes multi-disciplinary 
review and input from the Quality 
Improvement Committee (QIC).  
The QIC will ensure the final 
analysis is thorough and includes 
recommended plan-wide activities 
to improve member satisfaction 
results.  MCNA will compare 
performance against other states 
as applicable. 

MCNA: Managed Care of North America; DBPM: dental benefits program manager; CAHPS: Consumer Assessment of Healthcare 
Providers and Subsystems; QI: Quality Improvement. 

 
 

Utilization Management 

The evaluation of UM includes, but is not limited to, review of: policies and procedures for UM, UM Program 
Description, UM Program Evaluation, UM activities, and file review of denials. 
 
A total of 11 standards were reviewed; all 11 were fully compliant. 

 
Grievances and Appeals 

The evaluation of grievances and appeals includes, but is not limited to, a review of: policies and procedures for 
grievances and appeals, file review of member grievances and appeals, MCP program reports on appeals and grievances, 
QI Committee minutes, and staff interviews.  
 
A total of 2 standards were reviewed; all 2 were fully compliant.  
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Nebraska Total Care 

Care Management 

The evaluation of care management includes, but is not limited to, review of: policies and procedures for the MCO’s care 
management program, health-risk assessment development and data collection, and file review of care management 
records. 
 
A total of 12 standards were reviewed; all 12 were fully compliant. 
 

Provider Network 

The evaluation of provider network includes, but is not limited to, review of: policies and procedures for confidentiality; 
direct access services; provider access requirements; program capacity reporting; evidence of monitoring program 
capacity for primary care, specialists, hospital care, and ancillary services; evidence of evaluation, analysis, and follow-up 
related to program capacity monitoring; and enrollment and disenrollment and tracking of disenrollment data. 
 
A total of 12 standards were reviewed; all 12 were fully compliant. 
 

Provider Services 

The evaluation of provider services includes, but is not limited to, review of: policies and procedures for provider 
complaint system, and processes implemented in response to tracking/trending of provider complaints. Also reviewed 
are provider complaint files. 
 
A total of 5 standards were reviewed; 3 are fully compliant and 2 are partially compliant. The partially compliant 
standard for provider services is presented in Table 7. 

Table 7: NTC Provider Services—Partially Compliant Standards 
Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement NTC Response and Action Plan 

The MCO must prepare and 
implement written policies 
and procedures that 
describe its provider 
complaint system.  
 
The policies and procedures 
must include, at a minimum: 
 
7. A process for giving 
providers (or their 
representatives) the 
opportunity to present their 
cases in person. 

There is an opportunity in the Provider 
Manual to communicate with providers 
the process for in-person complaints.  
 
Recommendation 
The MCO should communicate to 
providers (e.g., in the Provider Manual or 
the provider portal) the process they have 
in place for in-person complaints. 
 

NTC has updated the Grievance Process 
page of our ‘For Providers’ section on our 
webpage (see redline document 
attached) to identify steps for arranging 
an in person grievance to be received. 
This item was discussed with IPRO during 
the virtual onsite audit and at that time it 
was an IPRO take away to be reviewed 
with MLTC due to NTC-identified 
concerns about bringing escalated 
providers into the office.  Based on the 
receipt of this formal recommendation 
the update to the Grievance Process 
page has been drafted and sent to MLTC 
to approve for posting. 

The MCO must develop an 
internal claims dispute 
process for those claims that 
have been denied or 
underpaid.  
 
The process for appealing 
payment and service denial 
decisions must be included 
in the provider handbook. 

This requirement is evidenced in the 
Claims Appeal and Reconsideration Forms. 
 
File Review Results 
Ten (10) of 10 Provider Appeal files 
contained the appropriate 
documentation.  
 
One file (file #1) did not contain evidence 
that the appeal was resolved within 30 
business days. 

During the virtual onsite audit NTC 
identified that post the date of the case 
that led to this finding/recommendation 
updated processes were enacted to 
supported timely processing.  NTC plans 
to continue with their process updates 
over time and will review for continuous 
improvement opportunities as well. 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement NTC Response and Action Plan 

 
 
Recommendation 
The MCO should ensure provider 
appeals/claims disputes are resolved in 
accordance with the timelines reflected in 
NTC’s policies and procedures. 

MCO: managed care organization. 
 
 

Subcontracting 

The evaluation of subcontracting includes, but is not limited to, review of: policies and procedures for oversight of 
subcontractor performance, processes for identifying deficiencies and taking corrective action, and evidence of written 
contracts between the MCO and the subcontractor. Also reviewed are pre-delegation reports, as well as reports that 
evidence ongoing monitoring and formal reviews of each subcontractor. 
 
A total of 2 standards were reviewed; all 2 were fully compliant. 
 

Member Services and Education 

The evaluation of member services and education includes, but is not limited to, review of: policies and procedures for 
member rights and responsibilities, PCP changes, Indian health protections, documentation of advance medical 
directives, and medical record-keeping standards. Also reviewed are informational materials, including the member 
handbook; processes for monitoring provider compliance with advance medical directives and medical record-keeping 
standards; and evidence of monitoring, evaluation, analysis, and follow-up regarding advance medical directives.  
 
A total of 7 standards were reviewed; all 7 were fully compliant. 
 

Quality Management 

The evaluation of quality management includes, but is not limited to, review of: QI Program Description; Annual QI 
Evaluation; QI Work Plan; QI Committee structure and function, including meeting minutes; PIPs; HEDIS final audit 
report (FAR; not applicable for this reporting year because HEDIS data were not yet available); documentation related to 
PM calculation, reporting, and follow-up; and evidence of internal assessment of accuracy and completeness of 
encounter data.  
 
A total of 39 standards were reviewed; 35 standards were fully compliant, 3 were partially compliant, and 1 was not 
applicable. Quality management partially compliant standards are presented in Table 8.  

Table 8: NTC Quality Management—Partially Compliant Standards 
Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement NTC Response and Action Plan 

Data Collection 
The MCO must collect 
performance data and 
conduct data analysis with 
the goal of improving 
members’ quality of care. 
The MCO must document 
and report to the State its 
results on performance 
measures chosen by MLTC 
to improve quality of care 

Amendment 7 of the Heritage Health 
contract required that all CMS Adult and 
Child Core Set measures be reported. MLTC 
provided a reporting template for the 
MCOs, with the understanding that it 
would need to be updated each year to 
reflect the required measure set. NTC did 
not submit all required measures. 
 
Recommendation 

NTC agrees with the recommendations. 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement NTC Response and Action Plan 

and members’ health 
outcomes 

Going forward, if all CMS Adult and Child 
Core Set measures continue to be required, 
MCO should ensure these measures appear 
in the workbooks and reports submitted to 
MLTC.  

Quality Performance 
Measurement and 
Evaluation 
The MCO must report on 
CMS Adult Core, Child Core, 
CAHPS, and HEDIS 
measures, as well as 
additional performance 
measures, as determined 
by MLTC. Measures may be 
removed or added at will 
by MLTC, and MCOs will be 
given a 60-day period in 
which to implement 
additional measure 
requirements. MCOs will 
report using the most 
current version, 
specification, or manual 
that is available prior to 
required reporting 
deadlines, as is related to 
the given measure set. 
MCOs may request an 
extension from reporting 
specific measures within 
respective sets due to 
inability to report, subject 
to MLTC approval, within a 
MLTC designated schedule. 

This requirement was addressed in NTC 
having demonstrated timely submission of 
the following state-required performance 
measure reports/files: 
HEDIS 2019 IDSS 
2019 Adult Core Set Measures 
2019 Child Core Set Measures 
2019 CAHPS Adult Medicaid Summary 
Report 
2019 CAHPS Child Medicaid Summary 
Report 
2019 CAHPS Child Medicaid w/CCC 
Summary Report 
 
Recommendation 
Going forward, if all CMS Adult and Child 
Core Set measures continue to be required, 
MCO should include these measures in the 
workbooks and reports submitted to MLTC.  
 

NTC agrees with the recommendations. 
 

The MCO must submit to 
MLTC the status or results 
of its PIPs in its annual QM 
Program Evaluation. Next 
steps must also be 
addressed, as appropriate, 
in the QM Program 
Description and Work Plan. 

This requirement is addressed within NTC’s 
2019 Quality Program Annual Evaluation,   
However next steps are not outlined within 
the QI Work Plan. 
 
Recommendation 
The MCO should include next steps for 
each PIP in the QI Work Plan, so that the 
MCO has a high-level framework to guide 
their actions for the subsequent project 
year. 

NTC agrees with the recommendations. 
 

MCO: managed care organization; MLTC: Division of Medicaid and Long-Term Care; CMS: Centers for Medicare and Medicaid 
Services; CAHPS: Consumer Assessment of Healthcare Providers and Systems; HEDIS: Healthcare Effectiveness Data and Information 
Set; QM: quality management; QI: quality improvement; PIP: performance improvement project. 
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Utilization Management 

The evaluation of UM includes, but is not limited to, review of: policies and procedures for UM, UM Program 
Description, UM Program Evaluation, UM activities, and file review of denials. 
 
A total of 18 standards were reviewed; all 18 were fully compliant. 
 

Grievances and Appeals 

The evaluation of grievances and appeals includes, but is not limited to, a review of: policies and procedures for 
grievances and appeals, file review of member grievances and appeals, MCO program reports on appeals and 
grievances, QI Committee minutes, and staff interviews.  
 
A total of 1 standard was reviewed; 1 standard was fully compliant.   

UnitedHealthcare Community Plan of Nebraska 

Care Management 

The evaluation of care management includes, but is not limited to, review of: policies and procedures for the MCO’s care 
management program, health-risk assessment development and data collection, and file review of care management 
records. 
 
A total of 12 standards were reviewed; all 12 were fully compliant. 
 

Provider Network 

The evaluation of provider network includes, but is not limited to, review of: policies and procedures for confidentiality; 
direct access services; provider access requirements; program capacity reporting; evidence of monitoring program 
capacity for primary care, specialists, hospital care, and ancillary services; evidence of evaluation, analysis, and follow-up 
related to program capacity monitoring; and enrollment and disenrollment and tracking of disenrollment data. 
 
A total of 12 standards were reviewed; all 12 were fully compliant. 
 

Provider Services 

The evaluation of provider services includes, but is not limited to, review of: policies and procedures for provider 
complaint system, and processes implemented in response to tracking/trending of provider complaints. Also reviewed 
are provider complaint files. 
 
A total of 5 standards were reviewed; 4 were fully compliant and 1 was partially compliant. Provider services partially 
compliant standards are presented in Table 9. 

Table 9: UHCCP Provider Services—Partially Compliant Standards 
Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement UHCCP Response and Action Plan 

The MCO must prepare and 
implement written policies 
and procedures that 
describe its provider 
complaint system.  

File Review Results 
Nine (9) of the 10 Provider Complaint files 
demonstrated timely resolution and 
contained the appropriate 
documentation. One file (#1—project ID 
PL2631139002) took 31 days to resolve, 
which is outside the timeframe outlined in 
UHCCP’s policies and procedures. 
 
Recommendation 

UHCCP has reviewed the provider 
grievance case identified in the audit and 
has implemented a new process for 
tracking and monitoring provider 
grievance inventory to prevent similar 
errors in the future. 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement UHCCP Response and Action Plan 

UHCCP should ensure timely resolution of 
provider complaints, according to UHCCP 
policies (which state 30 days). 
Provider’s right to file in-person complaint 
should be communicated in the provider 
manual. 

UHCCP: UnitedHealthcare Community Plan; MCO: managed care organization. 

 

Subcontracting 

The evaluation of subcontracting includes, but is not limited to, review of: policies and procedures for oversight of 
subcontractor performance, processes for identifying deficiencies and taking corrective action, and evidence of written 
contracts between the MCO and the subcontractor. Also reviewed are pre-delegation reports, as well as reports that 
evidence ongoing monitoring and formal reviews of each subcontractor. 
 
A total of 2 standards were reviewed; all 2 were fully compliant. 
 

Member Services and Education 

The evaluation of member services and education includes, but is not limited to, review of: policies and procedures for 
member rights and responsibilities, PCP changes, Indian health protections, documentation of advance medical 
directives and medical record-keeping standards. Also reviewed are informational materials, including the member 
handbook; processes for monitoring provider compliance with advance medical directives and medical record-keeping 
standards; and evidence of monitoring, evaluation, analysis, and follow-up regarding advance medical directives.  
 
A total of 6 standards were reviewed; all 6 were fully compliant.  
 

Quality Management 

The evaluation of quality management includes, but is not limited to, review of: QI Program Description; Annual QI 
Evaluation; QI Work Plan; QI Committee structure and function, including meeting minutes; PIPs; HEDIS FAR; 
documentation related to PM calculation, reporting, and follow-up; and evidence of internal assessment of accuracy and 
completeness of encounter data.  
 
A total of 40 standards were reviewed; 39 were fully compliant and 1 was not applicable. 
 

Utilization Management 

The evaluation of UM includes, but is not limited to, review of: policies and procedures for UM, UM Program 
Description, UM Program Evaluation, UM activities, and file review of denials. 
 
A total of 18 standards were reviewed; all 18 were fully compliant. 
 

Grievances and Appeals 

The evaluation of grievances and appeals includes, but is not limited to, a review of: policies and procedures for 
grievances and appeals, file review of member grievances and appeals, MCO program reports on appeals and 
grievances, QI committee minutes, and staff interviews.  
 
One (1) standard was reviewed, and 1 was fully compliant. 
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Healthy Blue 

Care Management 

The evaluation of care management includes, but is not limited to, review of: policies and procedures for the MCO’s care 
management program, health-risk assessment development and data collection, and file review of care management 
records. 
 
A total of 14 standards were reviewed; all 14 were fully compliant. 
 

Provider Network 

The evaluation of provider network includes, but is not limited to, review of: policies and procedures for confidentiality; 
direct access services; provider access requirements; program capacity reporting; evidence of monitoring program 
capacity for primary care, specialists, hospital care, and ancillary services; evidence of evaluation, analysis, and follow-up 
related to program capacity monitoring; and enrollment and disenrollment and tracking of disenrollment data. 
 
A total of 12 standards were reviewed; all 12 were fully compliant. 
 

Provider Services 

The evaluation of provider services includes, but is not limited to, review of: policies and procedures for provider 
complaint system, and processes implemented in response to tracking/trending of provider complaints. Also reviewed 
are provider complaint files. 
 
A total of 5 standards were reviewed; 4 were fully compliant and 1 was partially compliant. Provider services partially 
compliant standards are presented in Table 10. 

Table 10: Healthy Blue Provider Services—Partially Compliant Standards 

Partially Compliant Standard 
Findings and Recommendations for 

Improvement 
Healthy Blue Response and Action 

Plan 

The MCO must develop an 
internal claims dispute process 
for those claims that have been 
denied or underpaid.  
 
The process for appealing 
payment and service denial 
decisions must be included in 
the provider handbook.: 

This requirement is addressed in the 
Nebraska Provider Appeal Process for 
Dissatisfaction with Payment Procedure and 
in the Claims Provider Payment Disputes 
Timeframe for Requesting Adjustments to 
Denied-Underpaid Claims Policy. This 
requirement is communicated to the 
providers in the provider manual. 
 
File Review Results 
Nine (9) of 10 Provider Appeal files 
demonstrated evidence of timely resolution. 
One (1) file (File #7 - 978695179) exceeded 
the 30 calendar day turnaround time. 
 
Recommendation 
Healthy Blue should ensure all provider claims 
disputes are resolved within 30 calendar days, 
per their policies and procedures. 

MCO agrees with 
recommendation.  
 
Root Cause:  
 Adjustment was made on 
10/15/2020. A script placed a hold 
on the adjustment causing it not to 
go out timely. 
 
Plan of Action:  
Script corrected to no longer put 
adjustment in a hold status. 
 

MCO: managed care organization.  

 
 

Subcontracting 

The evaluation of subcontracting includes, but is not limited to, review of: policies and procedures for oversight of 
subcontractor performance, processes for identifying deficiencies and taking corrective action, and evidence of written 
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contracts between the MCO and the subcontractor. Also reviewed are pre-delegation reports, as well as reports that 
evidence ongoing monitoring and formal reviews of each subcontractor. 
 
A total of 2 standards were reviewed; all 2 were fully compliant. 
 

Member Services and Education 

The evaluation of member services and education includes, but is not limited to, review of: policies and procedures for 
member rights and responsibilities, PCP changes, Indian health protections, documentation of advance medical 
directives, and medical record-keeping standards. Also reviewed are informational materials, including the member 
handbook; processes for monitoring provider compliance with advance medical directives and medical record-keeping 
standards; and evidence of monitoring, evaluation, analysis, and follow-up regarding advance medical directives.  
 
A total of 6 standards were reviewed; all 6 were fully compliant. 
 

Quality Management 

The evaluation of quality management includes, but is not limited to, review of: QI Program Description; Annual QI 
Evaluation; QI Work Plan; QI Committee structure and function, including meeting minutes; PIPs; HEDIS FAR (not 
applicable for this reporting year, as HEDIS data were not yet available); documentation related to PM calculation, 
reporting, and follow-up; and evidence of internal assessment of accuracy and completeness of encounter data.  
 
A total of 40 standards were reviewed; 37 standards were fully compliant, 2 were partially compliant, and 1 was not 
applicable. Quality management partially compliant standards are presented in Table 11.  

Table 11: Healthy Blue Quality Management—Partially Compliant Standards 
Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement Healthy Blue Response and Action Plan 

The MCO must collect 
performance data and 
conduct data analysis with 
the goal of improving 
members’ quality of care. 
The MCO must document 
and report to the State its 
results on performance 
measures chosen by MLTC 
to improve quality of care 
and members’ health 
outcomes. 

Amendment 7 of the Heritage Health 
contract required that all CMS Adult and 
Child Core Set measures be reported. 
MLTC provided a reporting template for 
the MCOs, with the understanding that it 
would need to be updated each year to 
reflect the required measure set. Healthy 
Blue did not submit all required measures. 
 
Recommendation 
The MCO should ensure that, going 
forward, if all CMS Adult and Child Core 
Set measures continue to be required, 
they appear in the workbooks and reports 
submitted to MLTC.  

The Plan recently identified a discrepancy 
in the Plan’s understanding of the MLTC’s 
expectation with reporting on the CMS 
core set measures and the MLTC’s 
reporting requirements. The Plan now 
has a clear understanding that the MLTC 
templates are to serve as a guide for 
reporting and thus, should be updated 
each year to reflect the current CMS core 
set of measures in its entirety for the 
reporting year.  Unfortunately, the 
reporting requirements for measurement 
year 2020 were finalized this fall and it is 
unknown at this time if additional 
reporting requests can be implemented 
yet for measurement year 2020. The Plan 
will further investigate the potential to 
add additional reporting requests yet for 
measurement year 2020. This deficiency 
will be unquestionably corrected in 
measurement year 2021. 

The MCO must report on 
CMS Adult Core, Child Core, 
CAHPS, and HEDIS 
measures, as well as 
additional performance 
measures, as determined by 

This requirement is partially evidenced in 
the four PIP reports submitted (for the 
new HEDIS SSD PIP and the three projects 
that started in 2018: Tdap, 17P, and 
Follow-Up After ED Visit for Mental Health 
Illness/Substance Use Disorder), as well as 

The Plan recently identified a discrepancy 
in the Plan’s understanding of the MLTC’s 
expectation with reporting on the CMS 
core set measures and the MLTC’s 
reporting requirements. The Plan now 
has a clear understanding that the MLTC 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement Healthy Blue Response and Action Plan 

MLTC. Measures may be 
removed or added at will by 
MLTC, and MCOs will be 
given a 60-day period in 
which to implement 
additional measure 
requirements. MCOs will 
report using the most 
current version, 
specification, or manual that 
is available prior to required 
reporting deadlines, as is 
related to the given 
measure set. MCOs may 
request an extension from 
reporting specific measures 
within respective sets due to 
inability to report, subject to 
MLTC approval, within a 
MLTC designated schedule. 

in the Adult and Child Core Set measure 
summaries and the HEDIS MY 2018 
workbook. 
 
Also, Healthy Blue submitted five CAHPS 
reports as evidence of this requirement: 
Adult, Child, Child with CCC, CHIP, and 
CHIP with CCC. 
 
Recommendation 
Going forward, if all CMS Adult and Child 
Core Set measures continue to be 
required, Healthy Blue should ensure they 
appear in the workbooks and reports 
submitted to MLTC.  
 

templates are to serve as a guide for 
reporting and thus, should be updated 
each year to reflect the current CMS core 
set of measures in its entirety for the 
reporting year.  Unfortunately, the 
reporting requirements for measurement 
year 2020 were finalized this fall and it is 
unknown at this time if additional 
reporting requests can be implemented 
yet for measurement year 2020. The Plan 
will further investigate the potential to 
add additional reporting requests yet for 
measurement year 2020. This deficiency 
will be unquestionably corrected in 
measurement year 2021. 
 

MCO: managed care organization; MLTC: Division of Medicaid and Long-Term Care; CMS: Centers for Medicare and Medicaid 
Services; CAHPS: Consumer Assessment of Healthcare Providers and Systems; HEDIS: Healthcare Effectiveness Data and Information 
Set; 17P: 17-hydroxyprogesterone; ED: emergency department; CCC: children with chronic conditions; CHIP: Children's Health 
Insurance Program. 
 
 

Utilization Management 

The evaluation of UM includes, but is not limited to, review of: policies and procedures for UM, UM Program 
Description, UM Program Evaluation, UM activities, and file review of denials. 
 
A total of 18 standards were reviewed; all 18 were fully compliant. 

 
Grievances and Appeals 

The evaluation of grievances and appeals includes, but is not limited to, a review of: policies and procedures for 
grievances and appeals, file review of member grievances and appeals, MCO program reports on appeals and 
grievances, QI committee minutes, and staff interviews.  
 
A total of 3 standards were reviewed; all 3 standards were partially compliant. Grievances and Appeals partially 
compliant standards are presented in Table 12. 

Table 12: Healthy Blue Grievances and Appeals—Partially Compliant Standards 
Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement Healthy Blue Response and Action Plan 

Acknowledge receipt of each 
grievance and appeal in 
writing to the member 
within ten (10) calendar 
days of receipt. 

File Review Results 
Of the 20 grievance files reviewed for this 
requirement, 18 files met the requirement 
for timeliness of acknowledgement and 
the remaining two files did not meet the 
requirement for acknowledgement in 
writing within 10 calendar days of receipt. 
For both files, the acknowledgement letter 

The two Grievance Coordinators were 
coached. A refresher training will be 
conducted prior to December 31st 2020 
for all of Grievance Coordinators, the 
training will stress the need to 
acknowledge and resolved grievances 
within the State SLA period. An email will 
also be sent to our internal partners 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement Healthy Blue Response and Action Plan 

was dated more than 10 calendar days 
after the MCO received the request. 
 
Of the 10 appeals files reviewed, 5 files 
were not applicable for this requirement 
as they were expedited appeals. Of the 5 
remaining standard appeals, 3 files met 
the requirement and 2 files did not meet 
the requirement. For both files, the 
acknowledgement letter was dated more 
than 10 calendar days after the MCO 
received the request. 
 
At the virtual compliance review, the MCO 
acknowledged and confirmed the 
untimely acknowledgement of these 
cases. The MCO explained their process 
for training staff members on the 
processing of grievance and appeal 
requests and issuance of warnings and 
corrective actions for staff who fail to 
adhere to the required timeline. 
 
Recommendation 
The MCO should make a reasonable effort 
to ensure that acknowledgment letters for 
grievances and appeals are sent to 
members/providers within the required 
timeframe of 10 calendar days. This 
includes continuing to train staff on 
grievances and appeals policies and 
protocols for timely acknowledgment and 
following internal workflows and 
processes for processing grievances and 
appeals. 

reminding them of the need for route 
cases timely to our department, stressing 
the Grievance SLA with the state. This 
will be completed prior to December 31st 
2020. 
 

The MCO must resolve each 
expedited appeal and 
provide notice as 
expeditiously as the 
member’s health condition 
requires and in no event 
longer than 72 hours after 
the MCO receives the 
appeal. The MCO may 
extend the timeframes by 
up to 14 calendar days if the 
member requests the 
extension or the MCO shows 
that there is need for 
additional information and 

File Review Results 
Of the expedited Appeals files reviewed, 4 
files met the requirement. The remaining 
1 file did not meet the requirement. With 
regard to the 1 file that did not meet the 
requirement, the acknowledgement letter 
was dated for 7/13/2020, which is outside 
of the review period. The MCO received 
the request on 5/21/2019. At the virtual 
compliance review, the MCO explained 
that this finding is accurate; a coordinator 
did not mail the acknowledgement letter 
to the member at the time the appeal was 
received. 
 
Recommendation 

MCO will verify completion of timely 
response utilizing reporting tools. 
Education of timelines for coordinator 
will be completed to ensure following of 
the standard. 
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Partially Compliant 
Standards 

Findings and Recommendations for 
Improvement Healthy Blue Response and Action Plan 

the reason(s) why the delay 
is in the member’s interest. 

Healthy Blue should resolve each 
expedited Appeal within the required 
timeframe of 72 hours after receipt and 
train appropriate staff on the processes 
and procedures related to resolution of 
expedited Appeals.  

The MCO is required to 
submit to MLTC monthly 
data for the first six (6) 
months of the contract 
period, and then submit 
data quarterly thereafter, as 
specified by MLTC, about 
grievances and appeals. 
 
Member Grievance System 
reports due date: 15th day 
of following calendar month 
for 1st 6 months than 45 
calendar days following 
most recent quarter.. 

This requirement is addressed in the 
Member Grievance, Member Appeal, and 
State Fair Hearings logs provided by the 
MCO during the measurement year. Post 
virtual onsite, IPRO requested the MCO 
submit proof of submission of the logs to 
MLTC during the review period. As proof 
of submission of Grievances and Appeals 
Log, the MCO submitted emails sent to 
MLTC on Thursday, September 10, 2020. 
This date falls outside of the review 
period. 
 
Recommendation 
Healthy Blue should submit proof of 
submission of Grievances and Appeals 
Logs to MLTC within the review period in 
question to satisfy this requirement.  

MCO will educate Reporting staff on 
requirement. MCO will further monitor 
the timeliness of reviews and reporting 
to ensure proof of submission within 
required time period. 
 

MCO: managed care organization; MLTC: Division of Medicaid and Long-Term Care; SLA: service-level agreement.  

Accreditation and NCQA Ratings 
NE DHHS requires that, for their Medicaid lines of business, MCOs maintain NCQA accreditation and the DBPM maintain 
URAC (Utilization Review Accreditation Committee) accreditation. In order to avoid duplicative review, IPRO utilizes 
information obtained from this private accreditation survey to assess compliance with regulatory requirements.  
 
The NCQA began accrediting MCOs in 1991 to meet the demand for objective, standardized MCO performance 
information. The NCQA’s MCO accreditation is considered the industry’s gold standard for assuring and improving 
quality care and patient experience. It reflects a commitment to quality that yields tangible, bottom-line value. It also 
ensures essential consumer protections, including fair marketing, sound coverage decisions, access to care, and timely 
appeals. NCQA accreditation is recognized or required by the majority of state Medicaid agencies and is utilized to 
ensure regulatory compliance in many states. The accreditation process is a rigorous, comprehensive, and transparent 
evaluation process through which the quality of key systems and processes that define an MCO are assessed. 
Additionally, accreditation includes an evaluation of the actual results that the MCO achieves on key dimensions of care, 
service, and efficiency. Specifically, the NCQA reviews the MCO’s quality management and improvement, UM, provider 
credentialing and re-credentialing, members’ rights and responsibilities, standards for member connections, and 
HEDIS/CAHPS performance measures. NCQA accreditation provides an unbiased, third-party review to verify, score, and 
publicly report results. The NCQA regularly revises and updates its standards to reflect clinical advances and evolving 
stakeholder needs. In addition, the NCQA continues to raise the bar and move toward best practices in an effort to 
achieve continuous improvement.  
 
The survey process consists of on-site and off-site evaluations conducted by survey teams comprising physicians and 
managed care experts who interview MCO staff and review materials such as case records and meeting minutes. The 
findings of these evaluations are analyzed by a national oversight committee of physicians, and an accreditation level is 
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assigned based on an MCO's compliance with the NCQA's standards and its HEDIS/CAHPS performance. Compliance with 
standards accounts for approximately 55% of the MCO’s accreditation score, while performance measurement accounts 
for the remainder.  
 
MCOs are scored along five dimensions using star ratings between one and four stars (1 = lowest, 4 = highest)1: 

 Access and Service: An evaluation of MCO members’ access to needed care and good customer service: Are there 
enough primary care doctors and specialists to serve all plan members? Do members report problems getting 
needed care? How well does the MCO follow up on grievances?   

 Qualified Providers: An evaluation of MCO efforts to ensure that each doctor is licensed and trained to practice 
medicine and that the MCO members are happy with their doctors: Does the MCO check whether physicians have 
had sanctions or lawsuits against them? How do members rate their personal doctors?  

 Staying Healthy: An evaluation of MCO activities that help people maintain good health and avoid illness: Does the 
MCO give its doctors guidelines about how to provide appropriate preventive health services? Do members receive 
appropriate tests and screenings?  

 Getting Better: An evaluation of MCO activities that help people recover from illness: How does the MCO evaluate 
new medical procedures, drugs, and devices to ensure that members have access to the most up-to-date care? Do 
doctors in network with the MCO advise members to quit smoking? 

 Living with Illness: An evaluation of MCO activities that help people manage chronic illness: Does the MCO have 
programs in place to help patients manage chronic conditions like asthma? Do diabetics, who are at risk for 
blindness, receive eye exams as needed?  

 
Due to the COVID-19 pandemic, health insurance star ratings were not released for 2020. Table 13 and Table 14 depict 
the MCOs’ most recent star ratings and current accreditation status. 

Table 13: NTC, UHCCP and Healthy Blue 2019 NCQA Accreditation Ratings for Medicaid  
Domain1,2 NTC UHCCP Healthy Blue 

Access and Service    

Qualified Providers    

Staying Healthy    

Getting Better    

Living with Illness    
1 NCQA star ratings: 4 stars = highest; 1 star = lowest. 
2 Ratings were updated on NCQA’s website as of 1/17/2020. 
NTC: Nebraska Total Care; UHCCP: UnitedHealthcare Community Plan; NCQA: National Committee for Quality Assurance. 
 
 

Table 14: NTC, UHCCP and Healthy Blue NCQA Accreditation Status for Medicaid  
Domain NTC UHCCP Healthy Blue 

Accreditation Status  Accredited Commendable Accredited 
NTC: Nebraska Total Care; UHCCP: UnitedHealthcare Community Plan; NCQA: National Committee for Quality Assurance. 

 
 
Annually, the NCQA calculates ratings for Commercial, Medicare, and Medicaid MCOs in the health insurance plan 
ratings. To be eligible for ratings, MCOs must authorize public release of their performance information and submit 
enough data for statistically valid analysis. In 2019, NCQA rated health insurance plans based on clinical quality, member 
satisfaction, and NCQA Accreditation Survey results. This information is not available for Nebraska Total Care for 2019 
due to insufficient data. Due to the COVID-19 pandemic, health insurance plan ratings were not released for 2020. 
 
The rated categories are detailed below, with UHCCP and Healthy Blue’s most recent rate information following in Table 
15.  

                                                           
1  https://www.ncqa.org . 
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 Consumer Satisfaction: This category includes CAHPS measures about consumer experience with getting care, as 
well as satisfaction with MCO physicians and MCO services.  

 Prevention: Includes HEDIS measures of how often preventive services are provided (e.g., childhood and adolescent 
immunizations, women’s reproductive health, and cancer screenings), as well as measures of children and 
adolescents’ access to primary and preventive visits. 

 Treatment: Includes HEDIS measures of how well an MCO cares for members with health problems, such as asthma, 
diabetes, heart disease, and hypertension. 

Table 15: NCQA Medicaid Ratings by Category—2019  

Organization Product Line Consumer Satisfaction Prevention Treatment 
Overall 
Rating 

UHCCP Medicaid 4.5 3.0 3.5 4.0 

Healthy Blue Medicaid 3.5 2.5 2.5 3.5 
NCQA: National Committee for Quality Assurance; UHCCP: UnitedHealthcare Community Plan. 

 
 
The URAC accreditation program requires compliance with industry best practices in all areas of dental plan 
management, including member and provider services, UM, grievances and appeals, provider contracting, credentialing, 
human resources, QI, and regulatory and HIPAA (Health Insurance Portability and Accountability)/HITECH (Health 
Information Technology for Economic and Clinical Health Act) compliance. Dental plans that achieve the URAC 
Accreditation Seal differentiate themselves by demonstrating a commitment to continuous quality improvement and by 
verifying their adherence to a set of rigorous quality standards.2 URAC reviewed MCNA on 12/1/2017. The DBPM is fully 
accredited, with this designation expiring 12/1/2020, however; MCNA’s accreditation status was extended until March 
1, 2021, due to the COVID-19 pandemic. 

Validation of Performance Measures and Assignment of HEDIS MY 2019 Performance 
Measure Rates to Performance Domains 
This section of the report summarizes MCNA’s, NTC’s, UHCCP’s, and Healthy Blue’s reporting of select performance 
measures, MCO HEDIS MY 2019 audit results, and recommendations for developing interventions to improve care based 
on HEDIS MY 2019 rates.  

MCNA 
A goal of the Medicaid program is to improve the health status of Medicaid recipients. Statewide health care outcomes, 
health indicators, and goals have been designed by the NE MLTC under the DHHS. Federal MMC regulations 438.330 
(C)(1) and (C)(2), Performance Measurement, require that the Medicaid MCOs, PAHPs, and PIHPs measure and report to 
the state their performance, using standard measures required by the state and/or submit to the state data that enable 
the state to measure the MCEs’ performance. As a result, a requirement of the Nebraska Medicaid PAHP contract is the 
annual reporting of PMs. These PMs, selected by MLTC, include the HEDIS, Dental Quality Alliance (DQA), CMS, and 
state-specific PMs, which are based upon the Core Set of Children’s Health Care Quality Measures for Medicaid and CHIP 
(Child Core Set). Together, the measures address the access to, and timeliness and quality of dental care provided for 
children younger than 20 years of age enrolled in managed care, with a focus on preventive care and treatment. 
 
During HEDIS MY 2019 and under contract to NE DHHS, MCNA Dental, Nebraska’s DBPM, provided dental services to 
Medicaid recipients in Nebraska across all 93 counties. Managed care services for physical and behavioral health for 
these recipients are furnished by the MCOs in the state. In order to assess the effectiveness of dental care, the DBPM is 
required to report PMs, which must be submitted to MLTC at least quarterly (administrative PMs) or annually (clinical 
PMs).   
 
As required by federal Medicaid EQR regulations and requirements, under contract with NE DHHS, as the EQRO, IPRO 
was tasked with validating the reliability and validity of the DBPM’s reported PM rates. The purpose of the validation 
was to: 

 evaluate the accuracy of the Medicaid PMs reported by the DBPM; and  

                                                           
2 https://www.urac.org . 
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 determine the extent to which the Medicaid-specific PMs calculated by the DBPM followed the specifications 
established by MLTC and/or the PM stewards.  

 
IPRO conducted validation of MCNA’s reported PMs in November 2020 for HEDIS MY 2019. This included review of 
member-level detail files of the eligible population for each applicable measure, an Information Systems Capability 
Assessment (ISCA), and review of the source code that MCNA utilized to generate and calculate the numerator, 
denominator, and rate for accuracy and reasonability according to the measure specifications. MCNA passed validation 
for all applicable PMs.  
 
IPRO issued the following determinations of compliance for HEDIS MY 2019: 
 
Enrollment Systems: Compliant 

 MCNA Dental is able to track membership and membership changes and assign a unique member ID for each 
member. The eligibility system captures enrollment breaks and data elements necessary to stratify reporting based 
on subpopulations. The system is able to link a member when there is a change in a member ID number on the 834 
daily eligibility file and retain historical eligibility information for a period of 10 years. 

 
Claims/Encounter Systems: Compliant 

 MCNA Dental’s claim processing system, DentalTrac, is robust and configured to address government healthcare 
functions. The system captures CDT codes and all of the necessary information to report PMs and transmit 
encounter data to MLTC accurately, completely and on a timely basis. MCNA Dental’s quality control and audit 
procedures are well-documented and compliant and procedural and financial claims accuracy is reported to be 
above 95% for HEDIS MY 2019. 

 MCNA Dental maintains data integrity at all times and information is never changed or altered. 

 Historical claims information is retained for a period of 10 years. 
 
Reporting: Compliant 

 MCNA Dental has a robust reporting repository for both PM reporting and transmission of encounter data to MLTC. 

 There is one open issue that was discussed during the virtual interview regarding PM reporting that will impact 
MCNA’s capability to report the HEDIS ADV measure in 2021. The NCQA has recently issued guidance that any public 
reporting of HEDIS measures requires that they be calculated using an NCQA-certified source code vendor. MCNA 
Dental has in the past calculated the HEDIS ADV measure using internal source code (code that is not NCQA 
certified), but which has been validated by IPRO, as MLTC’s EQRO. This process seemingly is no longer compliant 
with NCQA policies for measures that are publicly reported.   

 
It was recommended that MLTC and/or MCNA Dental outreach to NCQA to discuss the calculation of this measure for 
future reporting. IPRO staff is available to be part of the discussion with NCQA. Alternatively, the state can waive 
reporting of this measure because MCNA is reporting measures similar in content to the HEDIS ADV measure. All other 
PMs reported by MCNA Dental, including one Child Core measure and three DQA measures are not relevant to this 
discussion. Following this recommendation, MCNA indicated that they will be using certified software moving forward. 
 
Encounter Data Submissions: Compliant 

 MCNA Dental’s systems have the capability of tracking and reconciling the encounter data submitted to MLTC. 

 MCNA Dental ensures the accuracy and completeness of encounter data are incorporated into their reporting 
repository and submitted to MLTC timely and accurately. 

 During the virtual interview, it was apparent that MCNA Dental’s staff is knowledgeable and understands the 
Nebraska encounter data submission processes and business needs. MCNA Dental’s analysis of denied encounters is 
a continuous process, they communicate well, and they appear to maintain a good relationship with MLTC. 

 
Based upon IPRO’s review of MCNA Dental’s ISCA responses and their discussion of their system capabilities during the 
virtual interview, with the exception of the one open item regarding reporting of the HEDIS ADV measure, there are no 
components of the ISCA process that require corrective action or are considered opportunities for improvement. MCNA 
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Dental is encouraged to continue to work with MLTC staff to resolve any issues that might have an impact on the 
accurate and complete reporting of encounter data. 
 
The PM validation for reporting year 2021 (HEDIS MY 2020) will be conducted in Q4 2021. 
 
Table 16 presents the measures validated descriptions of each measure and the calculated rates for each measure.  
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Table 16: Nebraska Medicaid HEDIS MY 2019 Performance Measures MCNA—RY 2020 

Nebraska Medicaid 2020 Performance Measures MCNA—RY 2020 

Measure Name 
Admin (A)/ 
Hybrid (H) Measure Definition 

RY 2020 
Member 

Denominato
r 

RY 2020 
Member 

Numerator 
RY 2020 

Rate 

Child Core Measure 

Preventive 
Dental Services 
(Pdent) 

A 
The percentage of members 1–20 years of age who received at least one 
preventive dental service by or under the supervision of a dentist during the 
measurement year. 

178,946 99,615 55.67% 

HEDIS Measure 

Annual Dental 
Visit (ADV) 

A 

The percentage of members 2–3 years of age who had at least one dental visit 
during the measurement year. 

16,175 8,755 54.13% 

The percentage of members 4–6 years of age who had at least one dental visit 
during the measurement year. 

24,424 17,951 73.50% 

The percentage of members 7–10 years of age who had at least one dental 
visit during the measurement year. 

31,323 24,174 77.18% 

The percentage of members 11–14 years of age who had at least one dental 
visit during the measurement year. 

30,431 21,464 70.53% 

The percentage of members 15–18 years of age who had at least one dental 
visit during the measurement year. 

23,087 14,156 61.32% 

The percentage of members 19–20 years of age who had at least one dental 
visit during the measurement year. 

2,205 973 44.13% 

Total ADV (2–20 years of age). 127,645 87,473 68.53% 

Dental Quality Alliance Measures 

UTL-CH-A A 
The percentage of enrolled children under 21 years of age who received at 
least one dental service within the reporting year. 

169,390 100,623 59.40% 

TRT-CH-A A 
The percentage of enrolled children under 21 years of age who received a 
treatment service within the reporting year. 

169,390 35,347 20.87% 

OEV-CH-A A 
The percentage of enrolled children under 21 years of age who received a 
comprehensive oral evaluation within the reporting year. 

169,390 94,619 55.86% 

CCN-CH-A A 
The percentage of children under 21 years of age enrolled in two consecutive 
years who received a comprehensive or periodic oral evaluation in both years. 

138,876 64,305 46.30% 

MCNA: Managed Care of North America; RY: reporting year. 
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Nebraska Total Care  
As an NCQA-accredited MCO, NTC annually reports HEDIS measures to the NCQA. As required by the NCQA, the 
production and reporting processes used to calculate the HEDIS MY 2019 measures were audited by Attest Health Care 
Advisors, an NCQA-licensed organization. IPRO reviewed the FAR produced by Attest Health Care Advisors on July 15, 
2020, to determine whether NTC appropriately followed the HEDIS guidelines in calculating the measures and whether 
the measures were deemed to be reportable.  
 
IPRO’s review of Attest Health Care Advisors’ FAR indicated that NTC’s measures were prepared according to the HEDIS 
MY 2019 technical specifications and present fairly, in all material respects, the organization’s performance with respect 
to these specifications. 
 
To make an overall assessment about the quality of, timeliness of, and access to care provided by NTC and to track 
performance over the past year, IPRO assigned select HEDIS measures to one or more of the three domains depicted in 
Table 17. 
 
In the domain of Quality, NTC performed better than the national Medicaid HMO averages for Adult BMI Assessment, 
Lead Screening in Children, Adolescent Immunization—Combo 1, Childhood Immunizations—Combo 10, Comprehensive 
Diabetes Care BP < 140/90, Controlling High Blood Pressure, and Use of Imaging for Low Back Pain. The MCO reported 
rates below the national Medicaid HMO averages for Child/Adolescent BMI Assessment, Child/Adolescent Counseling 
for Nutrition, Child/Adolescent Counseling for Physical Activity, Human Papillomavirus Vaccine for Female Adolescents, 
Medication Management for People with Asthma (Total)—75%, Childhood Immunizations—Combination 2, Childhood 
Immunizations—Combination 3, Antidepressant Medication Management—Effective Acute Phase, and Antidepressant 
Medication Management—Effective Continuation Phase.  
 
Of note, the rates for Child/Adolescent BMI Assessment, Child/Adolescent Counseling for Nutrition, Child/Adolescent 
Counseling for Physical Activity, Human Papillomavirus Vaccine for Female Adolescents, and Antidepressant Medication 
Management—Effective Acute Phase were at or below the national Medicaid 10th percentile. 
 
In the domain of Timeliness, NTC performed better than the national Medicaid HMO averages for Monitoring for 
Pharmacotherapy Management of COPD—Systemic Corticosteroid, Pharmacotherapy Management of COPD—
Bronchodilator, Cervical Cancer Screening, Diabetes Care—Retinal Exam, and Follow-up for ADHD Medication—
Continuation. The MCO reported rates below the national Medicaid HMO averages for COPD Spirometry Testing, 
Appropriate Treatment for URI, Appropriate Pharyngitis Testing, Breast Cancer Screening,, Chlamydia Screening, 
Diabetes Care—HbA1c Measurement, Comprehensive Diabetes Care—Nephropathy Monitoring, Follow-up for ADHD 
Medication—Initiation, Timeliness of Prenatal Care, Postpartum Exam, Well-Child Visits 3–6 Years, and Adolescent Well-
Care Visits.  
 
Of note, the rates for Appropriate Treatment for URI, Appropriate Pharyngitis Testing, Timeliness of Prenatal Care, and 
Well-Child Visits 3–6 Years were at or below the national Medicaid 10th percentile. The rate for Chlamydia Screening 
was below the national Medicaid 5th percentile. 
 
In the domain of Access, NTC performed better than the national Medicaid HMO averages for Children and Adolescents’ 
Access to Primary Care Practitioners (12–24 Months, 25 Months–6 Years, 7–11 years, and 12–19 years), and Adults’ 
Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years). NTC performed below the national 
Medicaid HMO average for Ambulatory Care—ED visits. 
 
Of note, the rate(s) for Adults’ Access to Primary Care Providers (20–44 Years and 45–64 Years) were at or above the 
national Medicaid 95th percentile.  

UnitedHealthcare Community Plan of Nebraska 
As an NCQA-accredited MCO, UHCCP annually reports HEDIS measures to the NCQA. As required by the NCQA, the 
production and reporting processes used to calculate the HEDIS MY 2019 measures were audited by Attest Health Care 
Advisors, an NCQA-licensed organization. IPRO reviewed the FAR produced by Attest Health Care Advisors on July 15, 
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2020, to determine whether UHCCP appropriately followed the HEDIS guidelines in calculating the measures and 
whether the measures were deemed to be reportable.  
 
IPRO’s review of Attest Health Care Advisors’ FAR indicated that UHCCP’s measures were prepared according to the 
HEDIS MY 2019 technical specifications and present fairly, in all material respects, the organization’s performance with 
respect to these specifications. 
 
To make an overall assessment about the quality of, timeliness of, and access to care provided by UHCCP and to track 
performance over the past year, IPRO assigned select HEDIS measures to one or more of the three domains depicted in 
Table 17. 
 
In the domain of Quality, UHCCP performed better than the national Medicaid HMO averages for Adult BMI 
Assessment, Human Papillomavirus Vaccine for Female Adolescents, Medication Management for People with Asthma 
(Total)—75%, Adolescent Immunizations—Combination 1, Childhood Immunizations—Combination 2, Childhood 
Immunizations—Combination 3, Childhood Immunizations—Combination 10, Comprehensive Diabetes Care Blood 
Pressure < 140/90, Controlling High Blood Pressure, Use of Imaging for Low Back Pain, Antidepressant Medication 
Management—Effective Acute Phase, and Antidepressant Medication Management—Effective Continuation Phase. The 
MCO reported rates below the national Medicaid HMO averages for Child/Adolescent BMI Assessment, 
Child/Adolescent Counseling for Nutrition, Child/Adolescent Counseling for Physical Activity, and Lead Screening in 
Children. 
 
Of note, the rates for Childhood Immunizations—Combination 10 and Diabetes Care BP < 140/90 were at the national 
Medicaid 90th percentile. The rates for Child/Adolescent BMI Assessment, and Child/Adolescent Counseling for 
Nutrition were at the national Medicaid 10th percentile. 
 
In the domain of Timeliness, UHCCP performed better than the national Medicaid HMO averages for Pharmacotherapy 
Management of COPD—Bronchodilator, Breast Cancer Screening, Cervical Cancer Screening, Comprehensive Diabetes 
Care—Retinal Exam, Comprehensive Diabetes Care—HbA1c Measurement, Comprehensive Diabetes Care—
Nephropathy Monitoring, Follow-up for ADHD Medication—Initiation Phase, Well-Child Visits (0–15 Months, 6+ Visits), 
and Adolescent Well-Care Visits. The MCO reported rates below the national Medicaid HMO averages for COPD 
Spirometry Testing, Pharmacotherapy Management of COPD—Systemic Corticosteroid, Appropriate Treatment for URI, 
Appropriate Pharyngitis Testing, Chlamydia Screening, Follow-up for ADHD Medication—Continuation and Maintenance 
Phase, Timeliness of Prenatal Care, Postpartum Exam, and Well-Child Visits (3–6 Years). 
 
Of note, the rates for Diabetes Care—Retinal Exam, Diabetes Care—HbA1c Measurement, and Diabetes Care—
Nephropathy Monitoring were at the national Medicaid 90th percentile. The rates for Appropriate Treatment for URI, 
Appropriate Pharyngitis Testing and Chlamydia Screening, and Timeliness of Prenatal Care were at or below the national 
Medicaid 10th percentile. 
 
In the domain of Access, UHCCP performed better than the national Medicaid HMO averages for Children and 
Adolescents’ Access to Primary Care Practitioners (12–24 Months, 25 Months–6 Years, 7–11 Years, and 12–19 Years), 
and Adults’ Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years).The MCO reported rates below 
the national Medicaid HMO averages for Ambulatory Care—ED Visits/1,000 MM.  
 
Of note, the rates Adults’ Access to Primary Care Providers (20–44 Years, 45–64 Years, and 65+ Years) were at the 
national Medicaid 95th percentile. The rate for Ambulatory Care—ED Visits/1,000 MM was at the national Medicaid 
25th percentile. 

Healthy Blue 
As an NCQA-accredited MCO, Healthy Blue annually reports HEDIS measures to the NCQA. As required by NCQA, the 
production and reporting processes used to calculate the HEDIS MY 2019 measures were audited by HealthcareData 
Company, an NCQA-licensed organization. IPRO reviewed the FAR produced by HealthcareData Company on July 13, 
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2020, to determine whether Healthy Blue appropriately followed the HEDIS guidelines in calculating the measures and 
whether the measures were deemed to be reportable.  
 
IPRO’s review of HealthcareData Company’s FAR indicated that Healthy Blue’s measures were prepared according to the 
HEDIS MY 2019 technical specifications and present fairly, in all material respects, the organization’s performance with 
respect to these specifications. 
 
To make an overall assessment about the quality of, timeliness of, and access to care provided by Healthy Blue and to 
track performance over the past year, IPRO assigned select HEDIS measures to one or more of the three domains 
depicted in Table 17. 
 
In the domain of Quality, Healthy Blue performed better than the national Medicaid HMO averages for Adolescent 
Immunization—Combo 1 and Childhood Immunizations—Combination 10. The MCO reported rates below the national 
Medicaid HMO averages for the following measures: Adult BMI Assessment, Child/Adolescent BMI Assessment, 
Child/Adolescent Counseling for Nutrition, Child/Adolescent Counseling for Physical Activity, Human Papillomavirus 
Vaccine for Female Adolescents, Medication Management for People with Asthma (Total)—75%, Lead Screening in 
Children, Childhood Immunizations—Combination 2, Childhood Immunizations—Combination 3, Comprehensive 
Diabetes Care BP < 140/90, Controlling High Blood Pressure, Use of Imaging for Low Back Pain, Antidepressant 
Medication Management—Effective Acute Phase, and Antidepressant Medication Management—Effective Continuation 
Phase. 
 
Of note, the rates for Adult BMI Assessment, Child/Adolescent BMI Assessment, Child/Adolescent Counseling for 
Nutrition, Child/Adolescent Counseling for Physical Activity, Medication Management for People with Asthma (Total)—
75%, and Controlling High Blood Pressure were at or below the national Medicaid 10th percentile. 
 
In the domain of Timeliness, Healthy Blue performed better than the national Medicaid HMO averages for Cervical 
Cancer Screening, Diabetes Care—Retinal Exam, Diabetes Care—HbA1c Measurement, Follow-up for ADHD 
Medication—Initiation, Follow-up for ADHD Medication—Continuation, Timeliness of Prenatal Care, Well-Child Visits 0–
15 Months—6+ Visits, and Adolescent Well-Care Visits. The MCO reported rates below the national Medicaid HMO 
averages for COPD Spirometry Testing, Pharmacotherapy Management of COPD—Systemic Corticosteroid, 
Pharmacotherapy Management of COPD—Bronchodilator, Appropriate Treatment for URI, Appropriate Pharyngitis 
Testing, Breast Cancer Screening, Chlamydia Screening, Diabetes Care—Nephropathy Monitoring, Postpartum Exam, and 
Well-Child Visits (3–6 Years). 
 
Of note, the rates for COPD Spirometry Testing, Pharmacotherapy Management of COPD—Systemic Corticosteroid, 
Pharmacotherapy Management of COPD—Bronchodilator, Breast Cancer Screening, Chlamydia Screening, Diabetes 
Care—Nephropathy Monitoring, and Postpartum Exam were at or below the national Medicaid 10th percentile. 
 
In the domain of Access, Healthy Blue performed better than the national Medicaid HMO averages for Children and 
Adolescents’ Access to Primary Care Practitioners (12–24 Months, 25 Months–6 Years, 7–11 Years, and 12–19 Years), 
and Adults’ Access to Primary Care Providers (20–44 Years and 45–64 Years). The MCO reported rates below the 
national Medicaid HMO average for Adults’ Access to Primary Care Providers—65+ years, and Ambulatory Care—ED 
Visits/1,000 MM (Total).  
 
Of note, the rate for Access to Primary Care Providers—65+ years was at the national Medicaid 5th percentile, and the 
rate for Adults’ Access to Primary Care Providers—20–44 Years rate was at or above the national Medicaid 90th 
percentile. 

Overall HEDIS MY 2019 Performance 
In the domain of Quality, the Nebraska Medicaid weighted averages were above the national Medicaid HMO averages 
for Adult BMI Assessment, Adolescent Immunization—Combo 1, Childhood Immunizations—Combo 2, Childhood 
Immunizations—Combo 3, Childhood Immunization Combo—10, Diabetes Care BP< 140/90, Controlling High Blood 
Pressure, and Use of Imaging for Low Back Pain. The Nebraska weighted averages were below the national Medicaid 
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HMO averages for Child/Adolescent BMI Assessment, Child/Adolescent Counseling for Physical Activity, 
Child/Adolescent Counseling for Nutrition, HPV Vaccine for Female Adolescents, Medication Management for People 
with Asthma (Total)—75%, Lead Screening in Children, Antidepressant Medication Management—Effective Acute Phase, 
and Antidepressant Medication Management—Effective Continuation Phase.  
 
Of note, the rates for Child/Adolescent BMI Assessment, Counseling for Physical Activity, and Counseling for Nutrition 
were at the National Medicaid HMO 10th percentile.  
 
In the domain of Timeliness, Nebraska weighted averages were above the national Medicaid HMO average for Cervical 
Cancer Screening, Diabetes Care—Retinal Exam, Diabetes Care—HbA1c Measurement, Diabetes Care—Nephropathy 
Monitoring, Follow-up for ADHD Medication—Initiation, Well-Child Visits 0–15 Months—6+ Visits, and Adolescent Well-
Care Visits. The Nebraska weighted averages were below the national Medicaid HMO average for COPD Spirometry 
Testing, Pharmacotherapy Management of COPD—Systemic Corticosteroid, Pharmacotherapy Management of COPD—
Bronchodilator, Appropriate Treatment for URI, Appropriate Pharyngitis Testing, Breast Cancer Screening, Chlamydia 
Screening (Total), Follow-up for ADHD Medication—Continuation, Timeliness of Prenatal Care, Postpartum Exam, and 
Well-Child Visits 3–6 Years. 
 
Of note, the rates for Pharmacotherapy Management of COPD—Systemic Corticosteroid, Pharmacotherapy 
Management of COPD—Bronchodilator, Appropriate Treatment for URI, Appropriate Pharyngitis Testing, and Chlamydia 
Screening (Total) were at or below the national Medicaid HMO 10th percentile.  
 
In the domain of Access, Nebraska performed above the national Medicaid HMO average on all measures (Access to PCP 
12–24 months, Access to PCP 25 months–6 years, Access to PCP 7–11 years, Access to PCP 12–19 years, Access to PCP 
20–44 years, and Access to PCP 45–64 years), with the exception of Access to PCP 65+ years and Ambulatory Care—ED 
Visits, which was below the National Medicaid HMO average (for this measure, a lower rate is desirable). Of note, the 
rates for Access to PCP 20–44 Years and 45–65 Years, were above the national Medicaid HMO 95th percentile. 
Conversely, Access to PCP—65+ Years was at the National Medicaid HMO 10th percentile.  
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Table 17: MCO HEDIS MY 2019 Performance Measure Rates and Assignment to Performance Domains  

HEDIS Measure NTC UHCCP 
Healthy 

Blue 
Qualit

y Timeliness Access 

NE MMC 
Weighted 
Average 

2020 
Quality 

Compass 
Percentile 

Benchmark 
Met1 

2020 
National 
Medicai
d HMO 

Average 

Effectiveness of Care 

Adult BMI Assessment 
92.45

% 
93.19% 80.05% X X  89.33% 33.33rd Above 

Child/Adolescent BMI Assessment 
63.02

% 
62.53% 62.04% X X  62.53% 10th Below 

Child/Adolescent Counseling for Nutrition 
55.23

% 
60.34% 57.66% X X  57.81% 10th Below 

Child/Adolescent Counseling for Physical Activity 
52.80

% 
60.34% 56.45% X X  56.63% 10th Below 

Human Papillomavirus Vaccine for Female Adolescents 
23.84

% 
42.09% 34.31% X X  33.93% 25th Below 

Medication Management for People with Asthma 
(Total)—50% 

62.18
% 

68.47% 58.62% X   64.07% NBR NBR 

Medication Management for People with Asthma 
(Total)—75% 

34.92
% 

45.87% 30.19% X   38.53% 33.33rd Below 

COPD Spirometry Testing 
29.67

% 
28.35% 21.49%  X X 26.60% 33.33rd Below 

Pharmacotherapy Management of COPD—Systemic 
Corticosteroid 

70.61
% 

67.48% 26.77%  X X 56.45% 10th Below 

Pharmacotherapy Management of COPD—
Bronchodilator 

83.67
% 

84.60% 29.37%  X X 68.26% 5th Below 

Appropriate Treatment for URI 
83.76

% 
84.32% 85.77%  X  84.62% 10th Below 

Appropriate Pharyngitis Testing 
69.36

% 
71.01% 71.74%  X  70.68% 10th Below 

Lead Screening in Children 
72.02

% 
68.37% 69.74% X X  69.99% 33.33rd Below 

Breast Cancer Screening 
54.12

% 
66.20% 45.11%  X X 56.96% 33.33rd Below 

Cervical Cancer Screening 
64.23

% 
62.53% 60.58%  X X 62.48% 50th Above 
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HEDIS Measure NTC UHCCP 
Healthy 

Blue 
Qualit

y Timeliness Access 

NE MMC 
Weighted 
Average 

2020 
Quality 

Compass 
Percentile 

Benchmark 
Met1 

2020 
National 
Medicai
d HMO 

Average 

Chlamydia Screening (Total) 
33.98

% 
33.41% 37.99%  X X 34.98% < 5th Below 

Adolescent Immunization—Combo 1 
81.02

% 
81.27% 82.73% X X  81.67% 33.33rd Above 

Childhood Immunizations—Combo 2 
70.80

% 
81.02% 70.32% X X  73.64% 33.33rd Above 

Childhood Immunizations—Combo 3 
66.91

% 
79.08% 68.37% X X  71.13% 50th Above 

Childhood Immunizations—Combo 10 
45.01

% 
54.99% 43.80% X X  47.48% 75th Above 

Diabetes Care BP< 140/90 
65.21

% 
76.78% 60.34% X   68.87% 66.67th Above 

Diabetes Care—Retinal Exam 
64.96

% 
72.40% 61.56%  X X 67.24% 75th Above 

Diabetes Care—HbA1c Measurement 
87.10

% 
94.54% 88.81%  X X 90.85% 66.67th Above 

Diabetes Care—Nephropathy Monitoring 
88.32

% 
93.58% 87.35%  X X 90.34% 50th Above 

Controlling High Blood Pressure 
63.28

% 
67.64% 54.74% X   62.53% 50th Above 

Use of Imaging for Low Back Pain 
76.52

% 
76.11% 74.61% X   75.76% 50th Above 

Antidepressant Medication Management—Effective 
Acute Phase 

48.63
% 

58.37% 51.43% X X X 53.08% 33.33rd Below 

Antidepressant Medication Management—Effective 
Continuation Phase 

34.37
% 

44.69% 35.61% X X X 38.55% 50th Below 

Follow-up for ADHD Medication—Initiation 
42.02

% 
42.63% 44.69%  X  42.97% 50th Above 

Follow-up for ADHD Medication—Continuation 
53.73

% 
48.21% 53.96%  X  51.59% 33.33rd Below 

Access/Availability of Care 

Timeliness of Prenatal Care 
82.73

% 
82.24% 93.92%  X X 86.43% 25th Below 
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HEDIS Measure NTC UHCCP 
Healthy 

Blue 
Qualit

y Timeliness Access 

NE MMC 
Weighted 
Average 

2020 
Quality 

Compass 
Percentile 

Benchmark 
Met1 

2020 
National 
Medicai
d HMO 

Average 

Postpartum Exam 
74.21

% 
75.18% 71.29%  X X 73.53% 25th Below 

Access to PCP—12–24 Months 
97.36

% 
97.23% 97.86%   X 97.51% 75th Above 

Access to PCP—25 Months–6 Years 
90.61

% 
91.64% 90.57%   X 90.94% 66.67th Above 

Access to PCP—7–11 Years 
92.09

% 
93.21% 91.00%   X 92.15% 50th Above 

Access to PCP—12–19 Years 
94.61

% 
94.18% 93.59%   X 94.15% 75th Above 

Access to PCP—20–44 Years 
90.23

% 
92.06% 87.35%   X 89.95% 95th Above 

Access to PCP—45–64 Years 
94.02

% 
96.25% 90.04%   X 93.68% 95th Above 

Access to PCP—65+ Years 
94.91

% 
98.05% 74.95%   X 84.32% 10th Below 

Utilization of Care 

Ambulatory Care—ED Visits/1,000 MM (Total)2 55.472 49.092 48.772   X  51.182 33.33rd Below 

Antibiotic Utilization (Total)—Scripts PMPY 1.04 1.02 0.83  X X  0.97 NBR NBR 

Well-Child Visits 0–15 Months, 6+ Visits 
72.26

% 
72.40% 72.61%  X X 72.44% 66.67th Above 

Well-Child Visits 3–6 Years  
63.47

% 
69.34% 71.19%  X X 68.03% 10th Below 

Adolescent Well-Care Visits 
50.36

% 
61.56% 66.15%  X X 59.20% 50th Above 

1 As reported in Quality Compass. 
2 For this measure, a lower rate is desirable. 
NTC: Nebraska Total Care; UHCCP: UnitedHealthcare Community Plan; MMC: Medicaid managed care; HMO: health maintenance organization; BMI: body mass index; NBR: 
benchmarks not reported publicly by NCQA for HEDIS MY 2020; COPD: chronic obstructive pulmonary disease; URI: upper respiratory infection; BP: blood pressure; ADHD: 
attention-deficit/hyperactivity disorder; PCP: primary care provider; ED: emergency department; MM: member months; PMPY: per member per year. 
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Validation of Performance Improvement Projects 

MCNA  
MCNA is required to develop and implement PIPs to assess and improve processes of care with the desired result of 
improving outcomes of care. The projects are focused on the dental health care needs that reflect the demographic 
characteristics of the MCE’s membership, the prevalence of disease, and the potential risks of the disease. PIP topics are 
discussed and selected in collaboration with NE DHHS and IPRO. An assessment is conducted for each project upon 
proposal submission and then again for interim and final re-measurement, using a tool developed by IPRO and 
consistent with CMS EQR protocols for PIP validation. PIP interim reports were submitted in April 2020. Brief summaries 
of these PIPs are presented below.  
 

PIP: Annual Dental Visit (ADV) 

In CY 2020, MCNA continued their PIP to increase the percentage of members receiving annual dental visits. The PIP 
employed the modified HEDIS ADV measure, stratified into three age groups: 2–20 years, 1–20 years and 21+ years. The 
ADV measure evaluated the percentage of members in the eligible population who saw a dentist during the reporting 
year. The baseline period for the PIP was 1/1/18–12/31/18, and the interim period for the PIP was 1/1/19–12/31/19 
(Table 18). 

Table 18: Members With Annual Dental Visit PIP  
Indicator Baseline Rate Interim Rates Target Goal 

Annual Dental Visit—ages 1–20 years 64.9% 65.4% 67.9% 

Annual Dental Visit – ages 2–20 years 68.2% 68.4% 69.7% 

Annual Dental Visit – ≥ 21 years 42.6% 41.9% 44.1% 
PIP: performance improvement project. 
 
 

As shown in Table 18, the baseline rate for the ADV measure for ages 2–20 years was 68.2%, the rate for ages 1–20 
years was 64.9%, and the rate for ages 21+ years was 42.6%. The interim rates were 65.4%, 68.4%, and 41.9% for ages 
1–20 years, 2–20 years, and 21+ years, respectively. The final goal for ages 2–20 years, 1–20 years, and 21+ years were 
69.7%, 67.9%, and 44.1%, respectively.   
 
To reach and surpass each target goal, MCNA identified barriers and designed several interventions to apply as part of 
the PIP. Member-specific barriers cited by MCNA included members not receiving routine dental visits and instead 
waiting until they feel pain, lack of oral health knowledge, and language and cultural barriers. Member-specific 
interventions designed to overcome those barriers were: text messages to members who have not seen a dentist in the 
last 6 months, care gap alerts to notify member service representatives that a member is overdue for a dental visit, a 
member newsletter to provide members with the latest news and developments regarding their oral health, Baby’s First 
Toothbrush program, a text message to parents of members’ turning 1 year old, and member advocate outreach 
specialist participation in community outreach events/health fairs. These interventions began on 1/1/19 and continued 
through the end of the PIP in December 2020, or were postponed as described below. 
 
A provider-specific barrier identified by MCNA was that PCPs were unaware of MCNA’s participating provider network in 
the proximity of their offices. To address this barrier, MCNA implemented the Dental Link Program, which serves as a 
means for providers to refer members for dental services and provides members with locations closest to the PCP’s 
office for dental services. This intervention began on 1/1/19 and continued through the end of the PIP in December 
2020.  
 
Many of MCNA’s planned interventions for 2019 were not carried out as planned due to lack of Heritage Health plan 
participation. These include the Baby’s First Toothbrush Program and the DentalLink Program. Both were rescheduled 
but then postponed due to the COVID-19 pandemic. Regarding MCNA’s text message program, there were system-/IT-
related challenges, which pushed this intervention to be implemented in March 2020. On average, the percentage of 
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members who were educated about their gaps in care increased from Q1 2019 to Q3 2019 and decreased in Q4 2019. 
The same trend was observed for members who were assisted with appointment scheduling.  
 
Final results for CY 2020 for the ADV measure and all intervention tracking measures will be available in April 2021, upon 
final report submission, and incorporated into next year’s annual technical report.  
 

PIP: Preventive Dental Visit (Pdent) 

In CY 2020, MCNA continued their PIP to increase the percentage of members receiving preventive dental visits for 
members aged 1–20 years and members aged 21+ years. The PIP employed two performance indicators: percentage of 
members who received at least one preventive dental service during the MY (two age strata: 1–20 years and 21+ years), 
and percentage of members who received at least two preventive dental services 6 months apart during the MY (age 
strata: 1–20 years and 21+ years). The baseline period for the PIP was 1/1/18–12/31/18, and the interim period for the 
PIP was 1/1/19–12/31/19 (Table 19). 

Table 19: MCNA Preventive Dental Services PIP  

Indicator 
Baseline 

Rates 
Interim 
Rates 

Target 
Goal 

One Preventive Dental Service, ages 1–20 years 54.6% 55.3% 58.6% 

One Preventive Dental Service, ages ≥ 21 years 21.0% 20.7% 23.0% 

Two Preventive Dental Services, at least 6 months apart, ages 1–20 years 27.1% 28.5% 30.1% 

Two Preventive Dental Services, at least 6 months apart, ages ≥ 21 years 8.4% 9.2% 10.4% 
PIP: performance improvement project. 

 
 
As shown in Table 19, the baseline rates for the percentage of members who received at least one preventive dental 
service for the members aged 1–20 years and 21+ years were 54.6% and 21.0%, respectively. The interim rates were 
55.2% for ages 1–-20 years, demonstrating an increase from baseline and 20.7% for ages 21+ years, demonstrating a 
slight decrease from baseline. The baseline rates for the percentage of members who received at least two preventive 
dental services for members aged 1–20 years and 21+ years were 27.1% and 8.4%, respectively. The interim rates were 
28.5% for ages 1–20 years and 9.2% for ages 21+ years, demonstrating an increase from baseline in both age groups for 
preventive dental services.  

 
To further improve the rate of members receiving preventive dental care, MCNA identified several barriers. Member-
specific barriers cited by MCNA included members not receiving routine dental visits and instead waiting until they feel 
pain, lack of oral health knowledge, and language and cultural barriers. A provider-specific barrier identified by MCNA 
was that primary care dentists (PCDs) are not taking advantage of minimally applying fluoride when members are 
seeking treatment services only. A plan-specific barrier that MCNA faced is the lack of medical, diagnostic data that 
indicate the member, as a function of medical chronicity, is at higher risk for oral health disease; MCNA had no access to 
medical, diagnostic data for its members.  
 
To overcome these barriers, MCNA deployed a number of interventions in CY 2019. Member-specific interventions cited 
by MCNA included text messages to members who had not seen a dentist in the last 6 months and for members in need 
of a recall visit, care gap alerts to notify member service representatives that a member is overdue for a dental visit, 
Baby’s First Toothbrush Program, a text message to parents of members turning 1 year old, community outreach and a 
member newsletter to provide members with the latest news and developments regarding their oral health. A provider-
specific intervention cited by MCNA was to increase the fee for fluoride by $5 to encourage increased utilization. To 
overcome the plan-specific barrier, MCNA provided training on its DentalLink Program for high-volume, medical, 
participating PCP practices on how the PCPs should leverage the DentalLink referral, in view of this high-risk population, 
to bridge coordination of medical and oral healthcare and the positive properties this synergy will have on the member’s 
overall health.  
 
Many of MCNA’s planned interventions for 2019 were not carried out as planned due to lack of Heritage Health plan 
participation. These include the Baby’s First Toothbrush Program and the DentalLink Program. Both were rescheduled 
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but then postponed due to the COVID-19 pandemic. Regarding MCNA’s text message program, there were system-/IT-
related challenges, which pushed this intervention to be implemented in March 2020. On average, the percentage of 
members who were educated about their gaps in care increased from Q1 2019 to Q3 2019 and decreased in Q4 2019. 
The same trend was observed for members who were assisted with appointment scheduling.  
 
Final results for CY 2020 for the performance indicators and all intervention tracking measures will be available in April 
2021, upon submission of the final report, and incorporated into next year’s annual technical report. 

Nebraska Total Care  

PIP: Follow-up After Emergency Department (ED) Visit for Mental Health Illness (MHI) or Substance Use 

Disorder (SUD) 

When members with mental Illness or substance abuse present to the ED, it is usually at a moment of heightened crisis. 
These episodes can be critical but very telling of how well a person may or may not be managing with their illnesses. It is 
for this reason that NTC proposed a PIP to focus on these two populations of members that present to the ED and track 
follow-up care for those with MHI or SUD. NTC used two HEDIS MY 2019 measures for this project: Follow-up after ED 
Visit for Mental Illness (FUM), and Follow-up after ED Visit for Alcohol and Other Drug Dependence (FUA). Interim year 2 
data were collected for CY 2019 and demonstrated an opportunity for improvement across both measures, particularly 
for FUA (note that FUA rates should, however, be interpreted with caution due to small denominators; Table 20). 

Table 20: NTC Follow-up After Emergency Department Visit with a Diagnosis of MHI or SUD PIP 

Indicator 
Baseline Rate  

(CY 2017) 

Interim Rate 
Year 1  

(CY 2018) 

Interim 
Rate Year 2  
(CY 2019) Goal 

Indicator 1a (FUM total, 7-day follow-up) 46.27% 45.96% 47.13% 65.03% 

Indicator 1b (FUM total, 30-day follow-up) 68.44% 64.37% 65.41% 87.50% 

Indicator 2a (FUA, 7-day follow-up, 13–17 years of age) 5.88% 10.64% 7.32% 19.62% 

Indicator 2b (FUA, 7-day follow-up, 18+ years of age) 5.76% 6.17% 9.50% 19.62% 

Indicator 2 (FUA total, 7-day follow-up) 5.77% 6.70% 9.16% 19.62% 

Indicator 2c (FUA, 30-day follow-up, 13–17 years of age)  11.76% 12.77% 14.63% 25.73% 

Indicator 2d (FUA, 30-day follow-up, 18+ years of age) 7.58% 9.09% 14.93% 25.73% 

Indicator 2 (FUA total, 30-day follow-up) 7.97% 9.58% 14.89% 25.73% 
ED: emergency department; MHI: mental health illness; SUD: substance use disorder; PIP: performance improvement project; CY: 
calendar year; FUM: Follow-up After ED Visit for Mental Illness; FUA: Follow-up After ED Visit for Alcohol and Other Substance Use. 

 
 
Interim year 2 rates associated with each of the indicators have been reviewed for CY 2019. The percentage of members 
with a 7-day follow-up after an ED visit for MHI increased from baseline to interim year 2 from 46.27% to 47.13%; 
however, there was a decline in the 30-day follow-up rate from 68.44% to 65.41%. There was improvement in the 
percentage of members (ages 13–17 years and 18+ years) who had a 7-day follow-up after an ED visit for alcohol and 
other substance use from baseline to interim year 2 (5.88% to 7.32% and 5.76% to 9.50%, respectively), and the 
percentage of members (ages 13–17 years and 18+ years) who had a 30-day follow-up after ED visit for SUD (11.76% to 
14.63% and 7.58% to 14.93%, respectively). 
 
Member-specific barriers to follow-up care after ED visits cited by NTC include: stigma of mental health condition, the 
perception that substance abuse does not necessarily require medical intervention, and non-compliance with keeping 
follow-up appointments due to various social determinants of health (transportation, housing, community support and 
access to a reliable phone for appointment reminders). In order to overcome these barriers, NTC implemented a more 
robust member outreach campaign, wherein they offered behavioral health case management support and education, 
and addressed social determinants of health by offering free cellphones and transportation assistance.  
 
Throughout the course of 2019, NTC demonstrated success in improving the percentage of members contacted by care 
management staff within 1 business day of their ED visit (to 100% in Q1, Q2, and Q3 2019). Although improvement was 
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demonstrated, there remains an opportunity to continue identifying those with social determinants, given the very low 
number of members who the plan is targeting with value-added services based on identified need.  
 
Provider-specific barriers included: hesitancy of ED providers to diagnose behavioral health conditions without consult, 
inconsistent use of billing codes, and lack of awareness related to HEDIS measures/guidelines. There was a significant 
decrease (from 100% in CY 2018 to 7.11% in CY 2019) in the amount of provider practices receiving information on 
HEDIS MY 2019 measures and practice guidelines in CY 2019 (data not shown). 
 
Plan-specific barriers included difficulty identifying members who had an ED visit in a timely manner. The intervention 
implemented to target this barrier was to obtain a connection with the statewide health information exchange (HIE), 
from which NTC received daily ED reports and subsequently reached out to members.  
 
The Follow-up After Emergency Department (ED) Visit for Mental Health Illness (MHI) or Substance Use Disorder (SUD) 
PIP continued in  2020, during which NTC engaged with members in CM and interviewed them to identify barrier trends 
in completing the 7-day and 30-day follow-up appointments. Additionally, NTC requested transportation assistance for 
follow-up appointments for members that needed assistance getting to their appointments. The final report with CY 
2020 results will be submitted to IPRO and MLTC in April 2021 and incorporated into next year’s annual technical report. 
 

PIP: Initiation of 17-Hydroxyprogesterone (17P) in Pregnant Women 

NTC conducted a PIP that focused on pregnant women with a history of premature births. The goal of this PIP was to 
improve initiation of 17P in eligible pregnant women while considering the racial disparities that are evident among the 
prevalence of preterm births, with the highest rate nationally among the black subpopulation.  
 
Data analysis from CY 2019 demonstrated an approximate 8 percentage point increase in the percentage of eligible 
women who have received 17P from baseline to final MY. The baseline rate of 17P in pregnant women in CY 2017 was 
20.63% and the final rate of 17P in pregnant women for NTC in CY 2019 was 28.23% (Table 21). 

Table 21: NTC Initiation of 17-Hydroxyprogesterone (17P) in Pregnant Women PIP 

Indicator 
Baseline Rate  

(CY 2017) 
Interim Rate 

(CY 2018) 
Final Rate  
(CY 2019) Goal 

17P initiated between the 16th and 26th week of 
gestation (continuous enrollment) 

20.63% 33.79% 28.23% 35.00% 

17P: 17-hydroxyprogesterone; PIP: performance improvement project; CY: calendar year. 
 
 

In order to improve birth outcomes, NTC identified several barriers and developed corresponding interventions. Provider 
barriers included: potential knowledge deficit of providers and office staff related to practice guidelines, billing/coding 
for 17P, MCO resources and Makena financial resources for those members awaiting Medicaid coverage. NTC instituted 
an educational outreach initiative aimed at providers with delivery privileges; the percentage of providers that were 
educated regarding 17P information decreased from 57.49% to 53.43% in Q3 and Q4 2019, respectively (data not 
shown).  
 
MCO barriers included lack of awareness of pregnant members due to a decline in the submission of notice of pregnancy 
(NOP) forms by providers and other delays in pregnancy information (e.g., claims and/or late entry into care). NTC’s 
provider incentive program demonstrated improvement in securing NOP forms between Q3 and Q4 2019 (from 67.11% 
to 68.40%, respectively; data not shown).  
 
Member barriers included lack of knowledge on the prevention of preterm birth. The MCO focused their efforts on 
initiation of care management for pregnant members who were eligible for 17P and the MCO demonstrated increased 
success in CY 2019 in improving the percentage of eligible members who received outreach for care management 
services (from 64.00% in Q1 to 84.62% in Q4; data not shown). Further, the MCO explored the characteristics of 
members not receiving 17P and found that some members had BH and or SUD, were seen by a perinatologist, or had 
existing hypertension/pre-eclampsia. 
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In CY 2020, the FDA Bone, Reproductive and Urologic Drugs Advisory Committee voted in favor of removing Makena 
from the market; as such, the 17P initiation PIP was discontinued in CY 2020 for RY 2019. NTC will continue to identify 
members who are at risk for preterm deliveries with case management outreach, 17P monitoring, and recognizing 
practice trends. 
 

PIP: Tdap Vaccination in Pregnant Women 

Pertussis, known commonly as whooping cough, is a respiratory disease caused by the bacterium Bordetella pertussis. 
The incidence of pertussis has gradually increased in the United States since the 1990s. NTC proposed a PIP to reduce 
the rate of pertussis in women and babies by administering Tdap vaccinations to pregnant women. Vaccinating pregnant 
women would provide passive immunity to their unborn child. The two indicators established for this project are: 
percentage of pregnant women with a Tdap vaccination at any point during pregnancy, and the percentage of women 
with a Tdap vaccination during the optimal time period during pregnancy (26–37 weeks gestation). 

Table 22: NTC Tdap Vaccination in Pregnant Woman PIP 

Indicator 
Baseline Rate  

(CY 2017) 

Interim Rate  
Year 1  

(CY 2018) 

Interim Rate 
Year 2 

(CY 2019) Goal 

Indicator 1: Receipt of Tdap during pregnancy 53.00% 64.51% 64.38% 65.19% 

Indicator 2: Receipt of Tdap during 27–36 weeks 
gestational age period 

46.32% 55.30% 50.51% 59.98% 

Tdap: tetanus, diphtheria, and pertussis; PIP: performance improvement project; CY: calendar year. 

 
 
As demonstrated in Table 22, baseline data were collected for CY 2017 and showed that 53% of NTC members received 
Tdap immunization at any point during pregnancy, while 46.32% received Tdap immunization during the optimal 27–36-
weeks gestational age period. Data analysis from CY 2019 revealed an improvement in Tdap vaccination, both overall 
and during the optimal gestational age period. NTC improved the percentage of members who received the Tdap 
vaccine at any time during pregnancy by almost 11.4 percentage points from baseline to interim MY 2. The percentage 
of members who received the Tdap vaccine during 27–36 weeks of pregnancy has increased by almost 4.2 percentage 
points from baseline to interim MY 2.  
 
To continue to improve upon the interim rates, NTC identified several barriers to address. Barriers included: lack of 
provider/office staff knowledge on best practice guidelines involving Tdap in pregnancy, benefits to newborns and 
timing of immunization during last trimester. Additionally, lack of awareness of appropriate billing/reimbursement and 
coding for Tdap and lack of a defined and sustainable vaccination process in offices related to those receiving vaccine 
through Vaccines for Children (VFC) versus Medicaid vaccination coverage were barriers. In response to these barriers, 
NTC implemented a provider education intervention program in order to reach out to providers each quarter. Mode of 
distribution of education included face-to-face outreach, town hall sessions, committee meetings (including joint 
operating committees and tribal committees), mailing, email, and provider relations contacts. By the end of 2019, NTC 
educated 53.81% of providers (data not shown).  
 
A member-specific barrier included lack of knowledge by members about the benefits of Tdap vaccination during the 
last trimester of pregnancy. Interventions cited by NTC were to have Tdap education available on their website and for 
care coordinators and caring connections staff to reach out to pregnant members regarding Tdap immunization during 
member events, site visits, and calls. The MCO also developed a mobile app intervention that included targeted 
messaging to members; however, the intervention retired in Q4 of 2019 due to termination of the PACIFY contract. 
 
Interventions implemented in CY 2019 and CY 2020 included: provider education, billing education, development of a 
vaccination process and member case management and educational outreach to members regarding the Tdap vaccine. 
The final report of the Tdap vaccination in Pregnant Women PIP with results from CY 2020 will be submitted to IPRO and 
MLTC in April 2021 and incorporated into next year’s technical report. 
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PIP: Diabetes Screening for Enrollees Diagnosed with Schizophrenia or Bipolar Disorder on Antipsychotic 
Medications (HEDIS SSD) 
In CY 2020, NTC proposed a PIP to improve screening for diabetes for people with schizophrenia, schizoaffective 
disorder, or bipolar disorder who were prescribed antipsychotic medications. The required performance indicator to 
measure the success of the project is the HEDIS SSD measure: the percentage of members aged 18 to 64 years 
diagnosed with schizophrenia, schizoaffective disorder, or bipolar disorder who were dispensed an antipsychotic 
medication and had a diabetes screening test during the MY. Baseline data indicated that 81.6% of NTC members with 
schizophrenia, schizoaffective disorder, or bipolar disorder were screened for diabetes following an antipsychotic 
dispensing event (NTC’s goal is to reach 87.0% by the end of the PIP in December 2021; Table 23).  

Table 23: NTC Diabetes Screening for Members With Schizophrenia or Bipolar Disorder Prescribed Antipsychotic 
Medications PIP  

Indicator 
Baseline Rate 

(CY 2019) Goal 

The percentage of members aged 18 to 64 years diagnosed with schizophrenia, 
schizoaffective disorder, or bipolar disorder who were dispensed an antipsychotic 
medication and had a diabetes screening test during the measurement year.   

81.6% 87.0% 

PIP: performance improvement project; CY: calendar year. 

 
 
To meet and surpass these goals, NTC identified barriers and developed interventions to address those barriers. Provider 
barriers included provider’s potential lack of knowledge of the HEDIS SSD measure and understanding the importance of 
screening for diabetes in individuals taking antipsychotic medications. Interventions proposed to address this barrier 
included provider (the Adult PCP, as defined by NCQA, and the prescribing BH providers—psychiatrist and BH APRN) 
education every 6 months using email on the HEDIS SSD measure and clinical guideline of diabetic screening for patients 
on antipsychotic medication. Another provider barrier included BH and PH providers not being aware of member’s plan 
of care, and lack of collaboration, coordination and communication. The MCO plans to provide a care gap letter to 
providers with SSD members who have not completed diabetes screening. The letter will include identified members 
and information related to the practice guidelines. 
 
NTC identified a member barrier: knowledge deficit about medication risk factor preventing him/her from obtaining 
diabetic screening. The MCO plans to conduct a case management quarterly outreach to SSD members who have not 
completed diabetic screening to educate on the importance of screening for diabetes after being prescribed an 
antipsychotic. 
 
Interim MY 1 results and status of interventions will be reported to IPRO and MLTC in April 2021 and incorporated into 
next year’s annual technical report. 

UnitedHealthcare Community Plan of Nebraska 

PIP: Follow-up After Emergency Department Visit for Mental Health Illness or Substance Use Disorder  
UHCCP proposed a PIP to improve the rate of follow-up after ED utilization for members with a primary diagnosis of MHI 
or SUD. The project employed two HEDIS measures: Follow-up After ED Visit for Mental Illness (FUM) and Follow-up 
After ED Visit for Alcohol and Other Drug Dependence (FUA). Baseline data were collected for CY 2017, interim MY 1 
data were collected for CY 2018, and Interim MY 2 data were collected for CY 2019. Trends in the data over time 
demonstrate an opportunity for improvement across both measures, particularly for FUA (note that FUA rates should, 
however, be interpreted with caution due to small denominators; Table 24). 
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Table 24: UHCCP Follow-up After Emergency Room Visit with a Diagnosis of a Mental Health Illness or Substance 
Use Disorder PIP 

Indicator 

Baseline 
Rate (CY 

2017) 
Interim Rate  

(CY 2018) 

Interim 
Rate (CY 

2019) Goal 

Indicator 1a (FUM, 7-day follow-up) 53.69% 49.56% 45.09% 80.00% 

Indicator 1b (FUM, 30-day follow-up) 73.54% 69.03% 65.93% 85.00% 

Indicator 2a (FUA, 7-day follow-up, 13–17 years of age) 8.00% 8.70% 10.34% 30.40% 

Indicator 2b (FUA, 7-day follow-up, 18+ years of age) 10.56% 9.70% 10.07% 33.20% 

Indicator 2c (FUA, 30-day follow-up, 13–17 years of age)  12.00% 13.04% 17.24% 30.40% 

Indicator 2d (FUA, 30-day follow-up, 18+ years of age) 15.49% 13.94% 17.45% 33.20% 
MHI: mental health illness; SUD: substance use disorder; PIP: performance improvement project; CY: calendar year; FUM: Follow-up 
After ED Visit for Mental Illness; FUA: Follow-up After ED Visit for Alcohol and Other Substance Use; ED: emergency department. 
 
 

The PIP goals are to increase the FUM 7- and 30-day rates to 80.00% and 85.00%, respectively, and increase the FUA 7-
day and 30-day rates to 30.40% and 33.20%, respectively, for both age cohorts. Interim MY 2 period rates associated 
with each of the indicators have been reviewed for CY 2019. Performance indicators showed a decline in performance 
from interim MY 1 to interim my 2 for the FUM 7-day and 30-day follow-up measurements (a decline of 49.56% to 
45.09% and 69.03% to 65.93%, respectively) and an increase in all of the FUA measures (both 7-day and 30-day follow-
ups for ages 13–17 years and 18+ years).  
 
Member-specific barriers cited by UHCCP include member non-compliance with follow-up visits, social determinants of 
health, and non-adherence to prescribed medication. UHCCP has employed a variety of interventions to address these 
barriers, including care management (CM) contact with member post-discharge to complete provider visit verification, 
assess barriers to completing visits, and to conduct an assessment of discharge instructions for post-ED care. The overall 
percentage of members with a BH ED visit who received outreach by case management decreased from Q1 to Q4 2019. 
The percentage of members who had a follow-up visit scheduled within 7 days of the ED visit decreased from 22.48% in 
Q1 2018 to 18.96% in Q4 2019 (data not shown). The percentage of members who had a follow-up visit scheduled 
within 8–30 days of the ED visit decreased as well from 14% in Q1 2019 to 4.62% in Q4 2019 (data not shown). 
 
UHCCP also sought to establish a relationship with the various hospitals to replicate reports currently being piloted in 
Children’s Hospital, which provided the MCO with real-time information pertaining to their members currently in the ED. 
To address social determinants of health, UHCCP enlisted the help of community health workers to assist with arranging 
community resources, such as substance abuse services, Medicaid and Social Security benefits, food, clothing, furniture, 
and transportation. Intervention tracking measures data showed that the percentage of members who had support 
needs identified during CY 2019 declined from Q1 to Q4 (16.81% to 12.69%; data not shown). 
 
There remains the opportunity for UHCCP to improve outcomes and processes for the SUD/MHI ED visit PIP in order for 
the MCO to reach its goals. The PIP was extended for one year into 2020 with a new intervention that addressed BH 
members to schedule follow-up appointments. The final report for the final measurement period (CY 2020) will be 
submitted in 2021 and incorporated into next year’s annual technical report.  
 

PIP: Initiation of 17-Hydroxyprogesterone in Pregnant Women 

UHCCP targeted pregnant women with a history of spontaneous preterm birth with its PIP entitled “17 
Hydroxyprogesterone (17P) in Pregnant Women.” The MCO noted that there are higher rates of preterm birth among 
low-income women in Nebraska compared to middle- and high-income women, and an overall recurrent preterm birth 
rate in Nebraska of 23%. The MCO also noted that, per the 2016 Nebraska Disparities Chart Book, there are racial and 
ethnic disparities in the early initiation of prenatal care. The performance indicator for the project is the proportion of 
UHCCP members in the eligible population who were continuously enrolled throughout the MY and had initiated 17P 
between the 16th and 26th week of gestation. 
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Member-related barriers to 17P adherence that were identified included: non-compliance with prenatal visits, access to 
care, and social determinants of health (transportation, most notably). Provider-related barriers identified included: 
timely completion of the obstetrical needs assessment form (ONAF), pre-authorization requirement for Makena (the 
brand name for 17P), and knowledge deficit regarding the billing of 17P. MCO-related barriers included difficulty 
identifying women with a history of preterm birth. In order to address these barriers, UHCCP designed and carried out 
several targeted interventions including: utilizing maternal/child health coordinator/Healthy First Steps case 
management to reach out to pregnant members to increase prenatal visit compliance, ONAF education for providers 
and staff, case management referral to housing navigator, educating members about transportation services 
(IntelliRide), and collaborating with the provider advocate team to assist with clarifying 17P billing.  
 
The MCO increased the percentage of OB providers educated on the use of ONAF from 27.59% in Q1 2019 to 63.52% in 
Q4 2019; however, this rate represents a decline from the rate of 100% in Q4 2018 (data not shown). UHCCP also 
educated 63.52% of providers on billing practices in Q4 2019 (data not shown). Outreach to pregnant members also 
declined from Q1 2019 to Q4 2019; however, UHCCP was able to identify a higher percentage of women who were in 
need of community support due to social determinants of health.  
 
As demonstrated in Table 25, baseline data from CY 2017 demonstrated that just over one-fourth (25.46%) of UHCCP’s 
eligible population had 17P initiated between the 16th and 26th week of gestation. The final measurement rate (CY 
2019) data showed a decrease from baseline in the rate of pregnant members who received 17P from 25.46% to 
14.07%. The goal for the PIP was to increase this rate to 35.00%. The MCO did not meet this goal by the end of the PIP 
due, in part, to the Food and Drug Administration Bone, Reproductive and Urologic Drugs Advisory Committee voting in 
2020 in favor of removing Makena from the market. 

Table 25: UHCCP Initiation of 17-Hydroxyprogesterone in Pregnant Women PIP 

Indicator 
Baseline Rate 

(CY 2017) 

Interim Rate 
Year 1  

(CY 2018) 
Final Rate (CY 

2019) Goal 

17P initiated between the 16th and 26th week 
of gestation (continuous enrollment) 

25.46% 24.80% 14.07% 35.00% 

PIP: performance improvement project; CY: calendar year. 
 
 

Due to the removal of 17P from the market, the 17P initiation PIP was discontinued in 2020. UHCCP will continue to 
identify members who are at risk for preterm deliveries and respond with case management outreach, 17P monitoring, 
and recognizing practice trends. 
 

PIP: Tdap Vaccination in Pregnant Women 

To reduce the rate of pertussis in new mothers and their babies, UHCCP continued work on a PIP to encourage Tdap 
vaccination in pregnant women. The performance indicators to measure the success of the project were: (1) the 
percentage of pregnant women who received Tdap immunization at any point during pregnancy and (2) the percentage 
of pregnant women who received Tdap immunization during the optimal 27–36 weeks gestational age period. Baseline 
data from CY 2017 indicated that 63.10% of UHCCP pregnant members received the Tdap vaccination at any time during 
pregnancy, and 56.10% received the vaccination during the optimal 27–36-weeks gestational age period (Table 26).  

Table 26: UHCCP Tdap Vaccination in Pregnant Woman PIP 

Indicator 
Baseline Rate 

(CY 2017) 

Interim Rate 
Year 1 

(CY 2018) 
Interim Rate 

Year 2 (CY 2019) Goal 

1: Receipt of Tdap during pregnancy 63.10% 63.19% 65.90% 85.00% 

2: Receipt of Tdap during 27–36 weeks 
gestational age period 

56.05% 55.96% 60.73% 75.00% 

Tdap: tetanus, diphtheria, and pertussis; PIP: performance improvement project; CY: calendar year. 
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Analysis of interim MY 2 data for CY 2019 demonstrated an increase from baseline in the percentage of members who 
received the Tdap vaccine at any time during pregnancy (63.10% to 65.90%) and during the 27-36 weeks gestational age 
period (56.05% to 60.73%). UHCCP set a goal of 85.00% for Tdap vaccination at any time during pregnancy and 75.00% 
for Tdap vaccination during the optimal time period.  
 
To meet and surpass these goals, UHCCP identified barriers and designed several interventions. Member-related barriers 
cited by the MCO included: resistance to immunization due to personal, cultural, or geographical reasons, and non-
compliance with prenatal visits. To address these barriers, the MCO employed an intervention to leverage its Healthy 
First Steps Program to educate pregnant members on Tdap and to promote compliance for vaccination during 
pregnancy. The percentage of members who successfully completed the Baby Blocks incentive program increased from 
4.53% in Q1 2019 to 16.97% in Q4 2019 (data not shown). Additionally, the MCO carried out case management outreach 
to pregnant members to educate them on the importance of keeping prenatal appointments. Over the course of CY 
2019, the rates for the percentage of pregnant members outreached and educated on the importance of keeping 
prenatal visits decreased for both high-risk members and total number of members (data not shown). In CY 2020, the 
MCO continued its care management efforts and measured the impact of care management outreach. In addition to 
care management interventions, the MCO implemented an intervention that utilized member services advocates to 
assist with appointment scheduling. 
 
Provider-related barriers included lack of knowledge regarding the benefit of Tdap immunization during pregnancy and 
the lack of vaccine or staffing in the rural areas of Nebraska. To address these barriers, the MCO employed an 
intervention whereby the maternal-child health coordinator and clinical practice consultants conducted outreach to 
obstetrician (ob) offices to assess gaps and opportunities to address education for providers on Tdap immunization 
during pregnancy. The MCO was able to increase the percentage of ob providers to whom they outreached to 100% by 
the end of Q4 2019. In CY 2020, the MCO created a Tdap immunization toolkit to share with provider offices in rural 
areas. 
 
There remains the opportunity for UHCCP to improve outcomes and processes for the Tdap PIP. Final results for CY 2020 
will be reported in April 2021 and incorporated into next year’s annual technical report. 
 

PIP: Diabetes Screening for Enrollees Diagnosed with Schizophrenia or Bipolar Disorder on Antipsychotic 
Medications (HEDIS SSD) 
In CY 2019, UHCCP started a new PIP to improve screening for diabetes for people with schizophrenia, schizoaffective 
disorder, or bipolar disorder who were prescribed antipsychotic medications. The required performance indicator to 
measure the success of the project is the HEDIS SSD measure: the percentage of members aged 18 to 64 years 
diagnosed with schizophrenia or bipolar disorder who were dispensed an antipsychotic medication and had a diabetes 
screening test during the MY. The MCO also chose to measure the percentage of members aged 18 to 64 years 
diagnosed with schizophrenia or bipolar disorder that are newly prescribed an antipsychotic medication and are 
screened for diabetes within 2-4 months following initial dispensing event because members newly prescribed 
antipsychotics are at increased risk for developing diabetes during that timeframe. Baseline data indicated that 80.1% of 
UHCCP members with schizophrenia, schizoaffective disorder, or bipolar disorder were screened for diabetes following 
an antipsychotic dispensing event and 25.3% of UHCCP members who were newly prescribed an antipsychotic 
medication were screened for diabetes within 2–4 months following the initial dispensing event (UHCCP’s goal is to 
reach 85.1% and 30.3% for each measure, respectively; Table 27).  
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Table 27: UHCCP Diabetes Screening for Members With Schizophrenia or Bipolar Disorder Prescribed 
Antipsychotic Medications PIP 

Indicator 
Baseline Rate 

(CY 2019) Goal 

1: The percentage of members aged 18 to 64 years diagnosed with 
schizophrenia, schizoaffective disorder, or bipolar disorder who were dispensed 
an antipsychotic medication and had a diabetes screening test during the 
measurement year.   

80.1% 85.1% 

2: The percentage of members aged 18 to 64 years diagnosed with 
schizophrenia, schizoaffective disorder, or bipolar disorder who are newly 
prescribed an antipsychotic medication and were screened for diabetes within 
2-4 months following initial dispensing event. 

25.3% 30.3% 

PIP: performance improvement project; CY: calendar year. 
 

 
To meet and surpass these goals, UHCCP identified barriers and designed several interventions. Provider barriers 
included provider’s potential lack of understanding the importance of screening for diabetes in individuals taking 
antipsychotic medications. Interventions proposed to address this barrier included providing training resources (which 
may include a bimonthly training WebEx, emails, letters, and access to the UHCCP website) to prescribing PH and BH 
providers. Training resources focus on the need for diabetes screening in individuals who are prescribed taking 
antipsychotic medications. Another provider barrier included providers being unaware of individuals taking 
antipsychotic medications that were prescribed by another provider. The goal of the intervention is to help facilitate 
communication between PH and BH providers regarding antipsychotic medications prescribed to the RY 2021 HEDIS 
SSD-eligible population to ensure appropriate care coordination and follow-up, including recommended diabetic testing.  
 
Member barriers include the potential for members to not understand the importance of screening for diabetes; 
individuals receiving treatment for a serious mental illness may not prioritize their physical health. UHCCP’s intervention 
to address this barrier is to have health plan staff provide educational resources regarding the importance of diabetes 
screening for individuals taking antipsychotic medications during telephonic or face-to-face outreaches with eligible 
members. Another member barrier was members having difficulty scheduling or following through with appointments 
to screen for diabetes. To address this barrier, staff assist members during telephonic or face-to-face outreaches who 
are taking antipsychotic medications with scheduling diabetic testing appointments with their providers.  
 
Interim MY 1 results will be reported in April 2021 and incorporated into next year’s annual technical report. 

Healthy Blue 

PIP: Follow-up After Emergency Department (ED) Visit with a Diagnosis of Mental Health Illness (MHI) or 

Substance Use Disorder (SUD) 

Healthy Blue proposed to close the gap between ED visits and follow-up care for MHI and SUD. Specifically, the MCO 
sought to improve rates for the Follow-up After ED Visit for Mental Illness (FUM) and the Follow-up After an ED Visit for 
Alcohol and Other Substance Use (FUA) HEDIS measures. Baseline data were collected for CY 2017 and data for interim 
measurements were collected for CY 2018 and CY 2019. The data demonstrated the opportunity for improvement 
across both measures, particularly for FUA (note that FUA rates should, however, be interpreted with caution due to 
small denominators; Table 28). 

Table 28: Healthy Blue Follow-up After ED Visit with a Diagnosis of MHI or SUD PIP 

Indicator 

Baseline 
Rate 

Interim Rate 
Year 1  

(CY 2018) 

Interim 
Rate 

Year 2  
(CY 2019) 

Target 
Goal 

Indicator 1a (FUM, 7-day follow-up) 41.07% 39.81% 25.66% 40.52% 

Indicator 1b (FUM, 30-day follow-up) 63.17% 56.71% 63.82% 65.32% 

Indicator 2a (FUA, 7-day follow-up, 13–17 years of age) 6.67% 3.13% 13.00% 14.50% 
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Indicator 

Baseline 
Rate 

Interim Rate 
Year 1  

(CY 2018) 

Interim 
Rate 

Year 2  
(CY 2019) 

Target 
Goal 

Indicator 2b (FUA, 7-day follow-up, 18+ years of age) 5.59% 6.12% 13.66% 15.16% 

Indicator 2c (FUA, 30-day follow-up, 13–17 years of age)  17.24% 6.25% 17.94% 18.42% 

Indicator 2d (FUA, 30-day follow-up, 18+ years of age) 10.6% 18.09% 18.03% 19.53% 
ED: emergency department; MHI: mental health illness; SUD: substance use disorder; PIP: performance improvement project; CY: 
calendar year; FUM: Follow-up After ED Visit for Mental Illness; FUA: Follow-up After ED Visit for Alcohol and Other Substance Use.  
 
 

The percentage of members with a 7-day follow-up after ED for mental illness declined in performance from baseline to 
interim MY 2 (41.07% to 25.66%). The remainder of the indicators demonstrated improvement in performance from 
baseline to interim MY 2 including: 30-day follow-up for ED for mental illness, 7-day follow-up for 13–17 years of age 
and 18+ years of age for ED visit for alcohol or other substance use, and 30-day follow-up for 13–17 years of age and 18+ 
years of age for ED visit for alcohol or other substance use. The most notable improvements included the FUA 7-day 
follow-up rate for 13–17 years of age and 18 years of age and older (6.67% to 13.00% and 5.59% to 13.66%, 
respectively).  
 
To improve the rate of follow-up after ED visits, Healthy Blue identified several barriers and designed several 
interventions. Plan-specific barriers identified were timely identification of ED visits for SUD and MHI and the need for 
additional after-hours, telephonic, and ED diversion support. Interventions that addressed plan-level barriers included 
improvement of current data streams through the implementation of Nebraska Health Information Initiative (NeHII) and 
through data exchange agreements with targeted high-volume facilities. Timely identification of ED visits for SUD and 
MHI resulted in improving data streams through integration of NeHII. The MCO demonstrated improvement in this 
intervention from Q1 2019 to Q4 2019 (11.76% to 40.20%; data not shown). Promotion of a 24/7 crisis line to members 
and providers proved to be successful as the rate increased from 50.00% in Q1 2019 to 65.71% in Q4 2019 (data not 
shown). Additionally, Healthy Blue distributed educational materials to all members and outreached 21.74% of their 
members by the end of Q4 2019 (data not shown). 
 
The PIP continued through CY 2020. In 2020, the MCO improved their use of telemedicine and utilized new data streams 
(such as the NeHII biweekly report) to inform appointment scheduling. Final results for indicators and intervention 
tracking measures (ITMs) for CY 2020 will be submitted in April 2021, and included in next year’s annual technical report. 
 

PIP: Initiation of 17-Hydroxyprogesterone in Pregnant Women with a History of Spontaneous Preterm Birth 

Healthy Blue conducted a PIP to mitigate the incidence of spontaneous preterm births in pregnant women through 
increased use of 17P during pregnancy. The performance indicator for the project was the proportion of Healthy Blue 
members in the eligible population who were continuously enrolled throughout the MY and had initiated 17P between 
the 16th and 26th week of gestation. 
 
In order to improve member receipt of 17P during pregnancy, Healthy Blue identified several barriers and developed 
corresponding interventions, as follows:  

 Healthy Blue identified member adherence to 17P injections as a barrier. To address this barrier, the MCO provided 
home health services, upon request, when the need for home health was identified by physician referral.  

 Provider knowledge was cited as a barrier related to contracted providers of Healthy Blue. Healthy Blue provided 
provider education on indications, timing, efficacy and availability of 17P therapy, obstetrical needs assessment form 
(ONAF), Healthy Blue’s process for timely authorizing and dispensing of 17P, proper billing for pharmacy coverage, 
and coding for a history of preterm birth and presumptive eligibility. These interventions related to provider 
education commenced in Q3 2018 and finished in Q4 2019, wherein the MCO succeeded in educating all 59 
providers targeted (however, the number of providers dropped from 162 in Q3 2018 to 59 in Q4 2019). 

 Identification of pregnant members was cited as an MCO-related barrier. Interventions designed to address this 
barrier included identification of pregnant members by pharmacy data and ONAF. The MCO was able to track the 
progress of these interventions and identified 100% by pharmacy claims in Q4 2019 and 100% by ONAF in Q3 2019 
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(the intervention was stopped after this due to the FDA Bone, Reproductive and Urologic Drugs Advisory Committee 
having voted in favor for Makena, a drug for pregnant women to prevent premature birth, to be withdrawn from the 
market). 

Table 29: Healthy Blue Members in Eligible Population Who Received 17P PIP 

Indicator 
Baseline Rate 

(CY 2017) 

Interim Rate 
Year 1 (CY 

2018) 
Final Rate (CY 

2019) 
Target 
Goal 

Healthy Blue members (in the eligible 
population) who received 17P 

29.7% 22.2% 29.0% 36.6% 

17P: 17-hydroxyprogesterone; PIP: performance improvement project; CY: calendar year. 

 
 
As demonstrated in Table 29, baseline data were collected for CY 2017 and demonstrated that less than one-third 
(29.7%) of women with a previous spontaneous preterm birth initiated 17P. Data from CY 2018 demonstrated a decline 
in the percentage of pregnant members with a history of preterm birth who received 17P to 22.2%. In the final year of 
the project, CY 2019, performance increased to 29.0% from the interim MY. By the end of the PIP, the goal of 36.6% was 
not achieved due to providers changing their practice based on the PROLONG clinical trial results.  
 
The 17P PIP was discontinued in 2020 due to the removal of Makena from the market. The final report was submitted to 
MLTC and IPRO in April 2020. The MCO will continue to work closely with prenatal care providers to decrease the risk of 
premature births despite the discontinued use of Makena.  
 

PIP: Tdap Immunization During Pregnancy 

Healthy Blue proposed to increase Tdap immunization rates in the membership population of pregnant women to 
decrease infant mortality because pertussis is a preventable disease through immunization during the optimal 
timeframe of administration between 27 and 36 weeks gestation. The performance indicators to measure the success of 
the project are (1) the percentage of pregnant women who received Tdap immunization at any point during pregnancy 
and (2) the percentage of pregnant women who received Tdap immunization during the optimal 27- to 36-week 
gestational age period (Table 30).  

Table 30: Healthy Blue Tdap Immunization During Pregnancy PIP 

Indicator 

Baseline Rate 
(CY 2017) 

Interim Rate 
Year 1  

(CY 2018) 

Interim Rate 
Year 2  

(CY 2019) 
Target 
Goal 

Administration of Tdap in pregnant women 64.30% 64.50% 67.00% 79.10% 

Administration of Tdap during the specified timeframe of 
27 to 36 weeks of gestation 

56.90% 58.04% 61.10% 69.90% 

Tdap: tetanus, diphtheria, and pertussis; PIP: performance improvement project; CY: calendar year. 

 
 
Baseline data were collected for CY 2017 and revealed that 64.30% of members received Tdap immunization at any 
point during pregnancy while 56.90% received Tdap immunization during the optimal 27- to 36-week gestational age 
period. Interim MY 2 data for CY 2019 demonstrated an increase from baseline to interim MY 2 in both the 
administration of Tdap in pregnant women at any time during pregnancy (to 67.00%) and during the specified timeframe 
of 27 to 36 weeks of gestation (to 61.10%). A new indicator was added by the MCO in CY 2019, promoting the use of 
NESIIS Tdap Immunization Data, with a rate of 71.10%, which assisted in the Tdap compliance rates. 
 
To continue to increase the rate of Tdap immunization during pregnancy, Healthy Blue addressed members’ lack of 
knowledge/health literacy concerning Tdap during pregnancy and prevention of pertussis. Healthy Blue collaborated 
with Nebraska Public Health for educational materials to be distributed statewide. Analysis of CY 2019 intervention 
tracking measure data demonstrated that all 59 providers received educational materials for their members from their 
quality practice advisors (QPAs; data not shown). In 2020, the MCO implemented a more targeted intervention to target 
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the top 10 prenatal providers by volume that had poor Tdap compliance in 2019. The MCO also performed member 
outreach to pregnant members not enrolled in care management (CM) to provide education on the importance of Tdap 
administration during pregnancy. 
 
The provider’s awareness of current Healthy Blue clinical recommendations of Tdap during pregnancy and prevention of 
pertussis was also cited as a provider-related barrier. To mitigate this barrier, Healthy Blue’s QPAs educated providers 
concerning Tdap administration during pregnancy, prevention of pertussis, and HEDIS immunization and prenatal and 
postpartum care (PPC) measures. As of Q4 2019, all 59 providers received this education. 
 
MCO-level barriers included claim and encounter data completeness substantiating Tdap administration. Healthy Blue 
QPAs educated providers on the NCQA HEDIS auditor-approved pseudoclaim database process and health information 
data site capabilities. As of Q4 2019, all 59 providers received this education. Further, the MCO demonstrated 
improvement in capturing the percentage of members without a Tdap claim in the NESIIS from Q1 2019 to Q4 2019.  
 
The Tdap Immunization During Pregnancy PIP ended in CY 2020. Final rates for performance indicators and intervention 
tracking measures for CY 2020 will be submitted in April 2021 and included in next year’s annual technical report.  
 

PIP: Diabetes Screening for Enrollees Diagnosed with Schizophrenia or Bipolar Disorder on Antipsychotic 
Medications (HEDIS SSD) 
In CY 2019, Healthy Blue proposed a new PIP to improve screening for diabetes for people with schizophrenia, 
schizoaffective disorder, or bipolar disorder who were prescribed antipsychotic medications. The required performance 
indicator to measure the success of the project is the HEDIS SSD measure: the percentage of members aged 18 to 64 
years diagnosed with schizophrenia or bipolar disorder who were dispensed an antipsychotic medication and had a 
diabetes screening test during the MY. Baseline data indicated that 77.1% of Healthy Blue members diagnosed with 
schizophrenia or bipolar disorder received a diabetes screening test during the MY. Healthy Blue aims to increase this 
rate to 82.1% by the end of the PIP in 2021 (Table 31).  

Table 31: Healthy Blue Diabetes Screening Test for Members with Schizophrenia or Bipolar Disorder on 
Antipsychotic Medications PIP 

Indicator 
Baseline Rate 

(CY 2019) 
Target 
Goal 

The percentage of members aged 18 to 64 years diagnosed with schizophrenia, 
schizoaffective disorder, or bipolar disorder who were dispensed an antipsychotic 
medication and had a diabetes screening test during the measurement year.   

77.1% 82.1% 

PIP: performance improvement project; CY: calendar year. 
 

 
To meet and surpass these goals, Healthy Blue identified barriers and designed several interventions. Provider barriers 
included variation in diabetic screening among providers. The MCO proposed outreach from a QPA to the top 10 
provider organizations with the most attributed eligible members and to provide/refer to the provider SSD education 
handout and discuss current compliance rates with these organizations quarterly via pharmacy/medical claims data. 
Also, the MCO plans to identify provider champions within organizations to help with messaging and ongoing discussions 
regarding best practices. Provider champions will be identified by review of the provider groups with SSD-eligible 
members and low performing provider groups.  
 
Member barriers included lack of member understanding. The MCO proposed to address members with a diagnosis of 
schizophrenia (via member claims data) who were dispensed antipsychotic medication by disseminating an educational 
letter regarding the importance of follow-up with their provider for monitoring of their medication and treatment. 
Another intervention the MCO proposed is outreach to members that are dispensed an antipsychotic medication 
without an antipsychotic dispensing event in the 12 months prior. Healthy Blue will perform outreach to members 2 
months after and within their antipsychotic initiation period for education (via pharmacy claims data).  
 
Interim MY 1 results will be reported in April 2021 and incorporated into next year’s annual technical report. 
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Nebraska Quality Strategy 
Nebraska’s Quality Strategy (originally approved in July 2003) was rewritten in 2017 in response to Nebraska’s change to 
an integrated managed care program (Heritage Health) that covers physical health care, behavioral health care, and 
pharmacy benefits, as well as the addition of MCNA to cover dental benefits for Medicaid beneficiaries. The strategy was 
updated in 2020 to address the approval of the Medicaid Expansion program via Initiative 427, which was launched in 
October 2020 as the Heritage Health Adult Program. As part of its Quality Strategy, NE DHHS requires that all MCEs have 
methods to determine the quality and appropriateness of care for all Medicaid enrollees under the Nebraska MMC 
contracts. 
 
NE DHHS assesses the quality and appropriateness of care of the MCE through multiple processes that comprise a 
comprehensive system of oversight, including: 

 quarterly reporting of provider accessibility analyses, monitoring of timely access standards, grievances and appeals 
process compliance, UM monitoring, monitoring results of service verification, monitoring out-of-network referrals, 
and case management results; 

 annual reporting of DHHS-selected performance measure results and trends related to quality of care, service 
utilization, and member and provider satisfaction;  

 annual reporting of PIP data and results; 

 annual, external independent reviews of the quality outcomes, and timeliness of and access to the services covered 
by the MCE; 

 annual state-conducted onsite operational reviews that include validation of reports and data previously submitted 
by the MCE, and in-depth review of areas that have been identified as potentially problematic; and  

 MLTC requirement that MCEs attend Quality Management Committee meetings, during which data and information 
designed to analyze the objectives of the Quality Strategy are reviewed. 

 
NE DHHS assesses the quality and appropriateness of care of the DBPM through multiple processes that comprise a 
comprehensive system of oversight, including: 

 MLTC and CMS may inspect and audit any records of the DBPM or its subcontractors. There is no restriction on the 
right of MLTC or the federal government to conduct whatever inspections and audits are necessary to assure quality, 
appropriateness, or timeliness of services, and reasonableness of costs. 

 The DBPM’s quality assessment and performance improvement (QAPI) program objectively and systematically 
monitors and evaluates the quality and appropriateness of care and services and promotes improved patient 
outcomes through monitoring and evaluation activities. The results of these activities are reported to MLTC 
annually. 

 The DBPM conducts annual member satisfaction surveys to assess the quality and appropriateness of care to 
members each contract year. 

 The DBPM’s policies and procedures include the methodology utilized to evaluate the medical necessity, 
appropriateness, efficacy, and efficiency of dental care services. Policies and procedures provide guidance for 
assessing the quality and appropriateness of dental care furnished to enrollees with special healthcare needs. 

 
The full version of Nebraska’s Quality Strategy can be found on the NE DHHS website 
(http://dhhs.ne.gov/Documents/NE%20Quality%20Strategy.pdf). 
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Efforts to Reduce Healthcare Disparities 
As part of this year’s technical report, IPRO discussed current efforts to reduce healthcare disparities with the state and 
MCEs. A summary of the information provided follows. 
 
The objectives of the Nebraska Medicaid Managed Care Program are to improve access to quality care and services, 
improve client satisfaction, reduce racial and ethnic health disparities, and reduce/prevent inappropriate/unnecessary 
utilization. Per the DHHS Division of Medicaid and Long-Term Care’s Quality Strategy, DHHS requires MCEs to maintain 
an information system that includes the capability to collect data on client and provider characteristics, identify methods 
to assess disparities in treatment among disparate races and ethnic groups, and to correct those disparities.  
 
Further, DHHS has specific Cultural Competency Access standards, which include client access to more than one PCP 
who is multilingual and culturally diverse. MCEs must have a searchable database that includes network providers and 
facilities with information regarding race/ethnicity and languages. MCEs assess the cultural, ethnic, racial, and linguistic 
composition of their networks against the needs and preferences of enrollees and include provider search options for 
language spoken and ethnicity. 
 
DHHS currently provides client data related to race, ethnicity, and primary language through the monthly eligibility file 
transmitted to the MCEs. It is expected that the MCEs will use these data to promote delivery of services in a culturally 
competent manner and to reduce racial and ethnic health disparities for enrollees. 
 
A comprehensive description of DHHS efforts to reduce healthcare disparities can be found in their Quality Strategy (link 
provided in Nebraska Quality Strategy). 
 

MCNA 
As part of this year’s technical report, IPRO discussed current efforts to reduce healthcare disparities with the state and 
MCNA. A summary of the information provided follows. 
 
The objectives of the Nebraska Medicaid Managed Care Program are to improve access to quality care and services, 
improve client satisfaction, reduce racial and ethnic health disparities, and reduce/prevent inappropriate/unnecessary 
utilization. Per the DHHS Division of Medicaid and Long-Term Care’s Quality Strategy, DHHS requires MCEs to maintain 
an information system that includes the capability to collect data on client and provider characteristics, identify methods 
to assess disparities in treatment among disparate races and ethnic groups, and to correct those disparities. 
 
MCEs must have a searchable database that includes network providers and facilities with information regarding 
race/ethnicity and languages. MCEs assess the cultural, ethnic, racial, and linguistic composition of their networks 
against the needs and preferences of enrollees and include provider search options for language spoken and ethnicity. 
 
DHHS currently provides client data related to race, ethnicity, and primary language through the monthly eligibility file 
transmitted to the MCEs. It is expected that the MCEs will use these data to promote delivery of services in a culturally 
competent manner and to reduce racial and ethnic health disparities for enrollees. 
 
A comprehensive description of DHHS efforts to reduce healthcare disparities can be found in their Quality Strategy (link 
provided in Nebraska Quality Strategy). 
 
MCNA implemented a community outreach and education plan. MCNA has a member advocate outreach specialist 
(MAOS) dedicated to the state of Nebraska. This individual is responsible for creating collaborative relationships with 
various community organizations in order to educate and advocate for MCNA’s Nebraska Medicaid Dental Program 
members.   
 
MCNA’s MAOS focuses outreach efforts to organizations that serve typically underserved areas and individuals 
(individuals with special needs, rural areas, and tribal organizations). MCNA works with these organizations to educate 
members about proper oral health, as well as benefits they have through the Nebraska Medicaid Dental program. MCNA 
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also works with these community partners to assist uninsured people with locating resources, from medical to dental to 
financial.  
 
Corporate-level activities to date include: 

 providing a MAOS dedicated solely to the Nebraska Medicaid Dental Program; 

 providing sponsorship for member and provider events; and 

 enhancing cultural competency training and resources. 
 

At the local level, MCNA has: 

 worked with various school districts to help ensure children have needed back-to-school supplies by participating in 
back-to-school events; 

 distributed more than 7,500 educational flyers, dental kits, and other oral hygiene products at health fairs and 
presentations; 

 attended meetings with various health care management organizations to help plan community events to provide 
dental education to the public; 

 participated in health fairs and other community events sponsored by federally qualified health centers (FQHCs) and 
Indian health care providers (IHCPs);  

 worked with Special Olympics to provide education to children and adults with special needs, as well as their 
caregivers; 

 set up tables at several health district women, infants and children (WIC) clinics to provide information regarding the 
importance of proper oral hygiene during pregnancy and for babies; 

 attended food pantry days with the Salvation Army;  

 assisted uninsured people with locating free or reduced-cost dental care; 

 donated dental kits and oral hygiene information to various shelters in Lincoln, Nebraska, and the surrounding 
areas; 

 donated various supplies, including dental kits, to victims of the 2019 floods; 

 assisted participants at the 2019 NE Mission of Mercy in Omaha; and 

 contacted members who have not had a dental visit in 6 months or longer to offer assistance with scheduling a visit.  
 

MCNA identified and acted upon several opportunities, including: 

 Outreach to Pregnant Women: MCNA set up educational tables at several WIC clinics throughout the state to 
provide education to pregnant women or women of young children. 

 Sponsorships: MCNA sponsored several events, such as the Nebraska Dental Association Annual Session, One World 
(FQHC) Community Event, Nebraska Mission of Mercy, Oasis Visionary Youth spring and winter events, and the 
World Oral Health Day event. MCNA provided education to members and providers at these events. 

 
Other organizations that MCNA partnered with in terms of education and/or sponsorship included: Omaha YMCA 
Downtown, Healthy Blue, Clinic with a Heart, Urban Indian Health Clinic, Big Brothers Big Sisters, Salvation Army, Central 
Nebraska Community Action Program, People’s City Mission, and the Center for People in Need. 
 
MCNA continues to identify organizations that work with underserved populations. MCNA will continue to collaborate 
with previously identified community partners while seeking new community organizations to work with in the coming 
year. As part of these collaborative efforts, MCNA will work with these organizations to organize and plan community 
events, provide presentations to members and staff, as well as work to identify barriers to care. 

Nebraska Total Care 
Throughout the course of 2020, NTC undertook several initiatives aimed at addressing healthcare disparities among its 
membership; this information was provided by the MCO: 

Overview 
Studies have shown that despite the improvements in healthcare over the years, racial and ethnic minorities experience 
a lower quality of care and are less likely to receive routine medical care thus facing higher rates of morbidity and 
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mortality.  Nebraska Total Care assesses the potential barriers to health care and work towards improving opportunities 
for minorities. 
 
Member cultural, ethnic, racial and linguistic needs and preferences are assessed through: 

 Member enrollment data on cultural and ethnic identification 

 U.S. census data on resident language preference and race distribution for the health plan’s service area 

 U.S. census data on proportion of residents that speak a language other than English 

 Data on member linguistic needs based on customer service language translation requests 

 Member expressed needs regarding practitioners who meet their ethnic, racial, cultural or linguistic needs through 
analysis of member complaints 

 
Quality of healthcare related to disparities is reviewed looking at data from: 

 Nebraska Total Care NICU data 

 HEDIS  
o Child Immunization Status (CIS) 
o Comprehensive Diabetes Care (CDC) 
o Immunizations for Adolescents (IMA) 

 
Member Enrollment data on Cultural and Ethnic Identification  
Table 1 describes Nebraska Total Care racial and ethnic composition based on state enrollment file.   Data for this table 
was obtained during Q2 of 2020.   The ethnicity /racial field of the enrollment file is not a required data element during 
enrollment into Medicaid, therefore there is significant amount of the Nebraska Total Care population that did not 
identify their race.            
 
Table 1: 2020 Nebraska Total Care Racial and Ethnic Composition based on Nebraska State Enrollment  

Racial Composition Based on Nebraska State Enrollment 

 2019 2020 

Race Region 1 Region 2 
Grand 
Total 

% of Total 
Population Region 1 Region 2 

Grand 
Total 

% of Total 
Population 

White 10,091 4,180 14,271 18.16%  30,597 12,722 43,319 50.44% 

Black or 
African 
American 

2,035 63 2,098 2.67% 11,360 468 11,828 13.77% 

Not 
Provided 

46,249 14,988 61,237 77.93% 3,911 1,099 5,010 5.83% 

Mutually 
Defined 

233 45 278 0.35% 3,391 595 3,986 4.64% 

Asian Pacific 
Islander 

35 4 39 0.05% 2,209 101 2,310 2.69% 

American 
Indian and 
Alaska 
Native 

306 75 381 0.48% 1,706 456 2,162 2.52% 

Pacific 
Islander 

253 28 281 0.36% 79 25 104 0.12% 

Grand Total 59,202  19,383 78,585 100% 65,159 20,728 85,887 100% 
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Table 2: Nebraska Total Care Membership Ethnicity Distribution Based on Region 

 2019 2020 

Ethnicity Region 1 Region 2 Total Region 1 Region 2 Total 

Hispanic or Latino 1050 649 1699 1050 649 1699 

Not Provided 58,977 18.978 77,955 58977 18978 77955 

Grand Total 60,027 19,627  60027 19627 79654 

 
 
Table 3:  2020 Nebraska Total Care—Number of Practitioners Fluent in Members’ Primary Language by Urban, Rural and 
Frontier 

2020 Nebraska Total Care - Cultural Needs and Preferences 

  Urban Rural Frontier 

  Practitioners Members Practitioners Members Practitioners Members 

Spanish 1,235 7,327 85 934 26 54 

Arabic 33 1,086 1 9 0 0 

Vietnamese 14 320 2 6 0 0 

Russian 11 82 2 0 0 0 

French 50 0 3 0 2 0 

 
 
Availability of Language & Ethnicity of Providers  
Nebraska Total Care reviews the number of members who have indicated that English is not their primary language 
compared to the number of providers that have indicated they speak that language. The data is analyzed and used to 
report identified needs for cultural and linguistic availability evaluating members and providers per county.  An analysis 
conducted in 2020 of the data shows that members that speak Arabic, French, Russian, Spanish, and Vietnamese as a 
primary language have access to a primary care provider that speaks the same language. 
 
Nebraska Total Care uses the results from data analysis to develop action plans, if necessary, to improve access for 
ethnic, racial, cultural, and linguistic availability. These reports are taken to Quality Improvement committees for review 
and input.  Nebraska Total Care seeks to ensure culturally competent care providers to improve access for ethnic, racial, 
cultural, and linguistic availability. 
 
Upon comparison of 2020 data on practitioners who speak languages other than English with the proportion of 
individuals in the service area who speak other languages, the Nebraska Total Care network meets members’ needs. The 
assessment language included membership data, provider data, cultural / religious data, region specific comparison and 
US Census data. 
 
Primary languages other than English for Nebraska Total Care members are based on State enrollment data include: 
Spanish (8315) increase by 1,106 from 2019; Arabic (1095) increase by 26 from 2019; and Vietnamese (326 increase by 
50 from 2019). This data was consistent when reviewing various data sources for language needs based on Nebraska 
census and health plan data sources.  
 
A data improvement initiative in 2019 has enhanced the member race, ethnicity, and language by having data merge 
more accurately from the state enrollment file into the Corporate Centene electronic data warehouse.  The increased 
data showed a truer reflection of the membership populations and related opportunities.  Nebraska Total Care 
effectively increased the percentage of contracted providers from 2019 to 2020. Providers that were added to the 
network with additional language proficiency include: 172 Spanish, 18 Arabic, 5 Vietnamese, 6 Russian, and 12 French 
speaking providers.  
 
Nebraska Total Care offers both in person and phone interpretive services to members free of charge. These resources 
are made available through publications on the Nebraska Total Care website, member and provider communications 
and collateral materials.  



 

Annual External Quality Review Aggregate Technical Report Page 68 of 118 

 
Education on Cultural Competency 
Nebraska Total Care provides ongoing cultural training for all staff, including offerings for contracted providers and their 
staff.  Ongoing training addresses cultural competency and special health care coordination needs of Nebraska 
members, including: cultural awareness and understanding of health disparities among cultural groups; treating each 
person with dignity and respect; communication protocols for members with limited English proficiency; and barriers 
facing individuals with special health care needs. 

 Best in CLAS:  A  month long education series for all staff focusing on: 
o Equity through Awareness  
o Equity Through Education 
o Equity Through Communication 
o Equity Through Action: Supporting our Members 

 New Hire Education: Culturally and Linguistically Appropriate Services (CLAS) Standards    
o 56 trained in 2020  

 Annual (Required) Education for all Nebraska Total Care Staff 
o Culturally and Linguistically Appropriate Services (CLAS) Standards (155 participants) 

 Webinar (with CEU’s):  
o Available for Nebraska Total Care Staff and contracted provider’s and provider staff 

 Native American Cultural Competency – Available to all staff and contracted providers 
o Live sessions Sept 2020 (28 participated) 
o Now available through Webinar 

 Monthly Celebratory Months 
o Native American Heritage Month – November 2020  
o National Disability Employment Week – October 2020 
o Hispanic Heritage Month – September 2020 
o Pride Month –LBGTQ – June 2020 
o Asian American & Pacific Islander Heritage Month – May 2020 
o Veterans Celebration & Recognition 

Disparities Evaluation of Prevention and Healthcare Outcomes  

Overview  

Nebraska Total Care evaluates the member population and focuses efforts related to potential disparities based on state 
and national data trends. Nebraska Total Care assesses the overall quality of care for the l Nebraska Total Care 
membership by reviewing select HEDIS related to evaluation of disparities among racial and ethnic groups. In 2020 the 
following HEDIS measures were evaluated more in depth in relationship to the impact of diversity and potential 
disparities related to these measures:  

 Child Immunization Status (CIS) 

 Comprehensive Diabetes Care (CDC) 

 Immunizations for Adolescents (IMA) 
 

Child Immunization Status (CIS) 
The health plan evaluates the locations of noncompliant immunizations for Combo 10 immunizations looking at zip code 
and race within the population for the Child Immunization Status.  Metro locations, including Omaha and Lincoln zip 
codes, were the largest population missing immunizations.  
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Table 4: Top Five Zip Codes based on Noncompliance of CIS HEDIS Measure Combo 10 – including Race & Ethnicity  

Zip Code 
Total # of 

Noncompliance Population Groups with Highest Noncompliance 

68111 -Omaha 927 Black / African American (497); Mutually Defined (142); Hispanic (114) 

68104-Omaha 700 Black / African American (449); Mutually Defined (62); Asian Pacific (43)  

68107-Omaha 640 Hispanic (241); Black / African American (178); White (86) 

68521-Lincoln 643 White (222); Hispanic (146); Black / African American (91) 

68503-Lincoln 435 White (155); Black / African American (78); Hispanic (63) 
HEDIS Data pulled from Denoto 12/2020. 
 
 

In analysis of other zip codes and noncompliant populations throughout the state, the races predominately impacted are 
reflective of the population characteristics within the community.  Those communities with higher Hispanic, Black / 
African American, Asian or White populations, saw a higher number noncompliant corresponding within that race.  
Similar characteristics are seen in communities with other higher race populations.  Of note, locations such as Lexington, 
and Crete which have a high Hispanic population due to packing plants, did not see that trend related to the racial 
population. This may be reflective of the number of same language providers within the community, Public Health 
initiatives or other activities that are engaging the racial and ethnic diverse population within those communities to seek 
immunizations. 
 
Comprehensive Diabetes Care (CDC) 
Table 5: Nebraska Total Care Noncompliant Comprehensive Diabetes Care (CDC) with based on zip code and race. 

Zip Code 
Total # of 

Noncompliance Highest Noncompliance Population Groups 

EYE - Noncompliant 

68111 - Omaha 81 Black / African American (53); White (9); Asian Pacific (6) 

68104 – Omaha 54 Black / African American (25); White (11) ; Asian (10) 

68134 – Omaha 30 Black/African American (14); White (11); Hispanic (2) 

BP Control 140/90   

68111 –Omaha 79 Black/ African American (51); White (9); Mutually Defined (5) 

68104 – Omaha 58 Black / African American (25); White (12 ; Asian (10) 

68521 – Lincoln 35 White (19); Hispanic (4); Black / African American (4) 

Nephropathy  

6811 – Omaha 20 Black / African American (13); White (4); Hispanic (1) 

68104 – Omaha 14 Black / African American (6); White (4); Asian Pacific (3) 

68134 – Omaha 14 Black / African American (5); White (4); Hispanic (1) 

HBA1C - 8 

68111- Omaha 92 Black/African American (62); White (12); Hispanic (5) 

68104 – Omaha 66 Black / African American (30); Asian (14) ; White (13) 

68521 – Lincoln 44 White (24); Black/ African American (5); Hispanic (4) 
HEDIS Data pulled from Denoto 12/2020. 
 
 

Within the CDC noncompliance data, the health plan analyzed the elements of eye examination, BP control, 
nephropathy examination and HbA1C control - 8.  The analysis of the zip code areas and race / ethnicity within each zip 
code showed consistent findings.  The top three zip codes of noncompliant members for CDC measures were located in 
the 68111, 68104 and 68134 and / or 68521 regions in the metro Omaha and Lincoln areas.  The overall population 
based on race and ethnicity fits with the demographics of within those neighborhoods.  
 
Overall, noncompliance analysis of each sub measure of the CDC measure saw the largest noncompliance population to 
be the white populations, with Black/African American and Hispanic following.  This is consistent with the population 
distribution of the health plans membership and overall state population demographics. 
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Immunizations for Adolescents (IMA) 
Table 6: Nebraska Total Care Noncompliant Immunizations for Adolescents – Combo 2 based on zip code and race. 

Zip Code 
Total # of 

Noncompliance Population Groups with Highest Noncompliance 

68111-Omaha 93 Black/African American (50); Hispanic (18); White (9) 

68801-Grand Island 64 Hispanic (34); White (18) 

68104-Omaha 63 Black/African American (30); Hispanic (9); White (8) 

69361- Scottsbluff 58 Hispanic (33); White (18) 

68701-Norfolk 46 White (19); Hispanic (14) 
HEDIS Data pulled from Denoto 12/2020. 
 
 

In analyzing the IMA combo 2 data, the population with noncompliance tended to be spread out throughout the state 
with three non-metro zip codes topping the top five, Norfolk, Grand Island and Scottsbluff.   
 
Overall, noncompliance analysis of the IMA measure saw the largest noncompliance population to be the white 
populations, with Hispanic and Black/African American following.  This is consistent with the population distribution of 
the health plans membership. 

NICU 
Since 2017, Nebraska Total Care has focused the analysis of health disparities on the Neonatal Intensive Care (NICU) 
subpopulation, which is one of the health plan’s costliest members.  
 

National Trends 

Per March of Dimes Peristat data, racial disparities are evident among the prevalent of preterm births, with the highest 
rate nationally among the black subpopulation (13.6% for preterm).    
 
The Nebraska prematurity by race data reflects a slight increase from the national data for the White, Hispanic and Asian 
/ Pacific Islander of less than 0.5 for each. American Indian/Alaska Native population for the state had an increase in 
premature birth by 2.2 which is 39% higher than the preterm birth rate among all other women.  The black prematurity 
rate for Nebraska showed a decrease from national data by 0.5.  
 
National and state organizations are collaborating to evaluate data and confront social and structural determinants of 
health issues that impact outcomes.  For pregnant women, income, health insurance status and prenatal care access are 
all considered protective factors.  In the state of Nebraska, the implementation of Medicaid expansion in 2020 will 
further assist in ensuring that these protective factors are met for a larger group of women.  
 

Overview 

Since 2018 Nebraska Total Care has evaluated the Neonatal Intensive Care (NICU) data related to racial and ethnic 
disparities.  In 2020, the health plan continued its evaluation of this population since the NICU population continues to 
be a high cost and leads to long hospitalization stays. The long term effects of a baby in a NICU can further lead to 
physical, behavioral and intellectual disorders as the child develops incurring high health care costs during a lifetime.  
 
Table 7, reflects the NICU admissions by race and ethnicity during the years of 2018 to 2020.  Of note is a substantial 
improvement in capturing the race and ethnicity data during 2020.  This is related to a Nebraska Total Care data 
analytics improvement project that captured the data from the state enrollment file and other sources into the 
Electronic Data Warehouse (EDW).   For 2020, there was an increase in the number of white population NICU admissions 
from 2019 by 1.05%, decreases were seen in the Hispanic population NICU admission (3.07%)  and American Indian / 
Native Alaskan NICU population (0.46% decrease).  The black / African American population saw also a decrease in the 
NICU admissions from 2019 to 2020 by 3.52%.   
 
The racial and ethnic population for the NICU admissions is proportionately consistent with the overall Nebraska Total 
Care population.  
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Table 7: 2018, 2019 and 2020 Nebraska Total Care NICU Admissions by Maternal Race and Ethnicity 

Race / Ethnicity 

Number of 
NICU 

Admissions  
2018 

Percentage of 
NICU 

Admissions 
2018 

Number of 
NICU 

Admissions 
2019 

Percentage 
of NICU 

Admissions  
2019 

Number of 
NICU 

Admissions 
2020 

Percentage 
of NICU 

Admissions 
2020 

White (Non-Hispanic) 187 41.10% 151 36.21% 212 37.26% 

Race / Ethnicity not 
provided  

117 25.66% 106 25.42% 82 14.41%  

Hispanic 58 12.72% 78 18.71% 89 15.64%   

Black (non-Hispanic) 50 10.96% 55 13.19% 55 9.67%   

Mutually Defined 26 5.70% 12 2.88% 25 4.39% 

American Indian / Native 
Alaskan 

12 2.63% 10 2.39% 11 1.93%     

Asian Pacific Islander 6 1.32% 5 1.20% 15 2.64%   

NA     80 14.06% 

Total  456 100% 417 100% 569 100% 
Data pulled from Microstrategies 522 NICU Summary Report 12/2020. 
 
 

Table 8: 2018, 2019 and 2020 NICU Admissions: Top 10 - NICU Baby Home ZIP Codes and Location  

2018 NICU Admissions – Baby Zip 
Code 2019 NICU Admissions – Baby Zip Code 

2020 NICU Admissions – Baby Zip 
Code 

Baby Zip 
Code 

NICU 
# 

City / 
Location 

Baby Zip 
Code NICU # 

City / 
Location 

Baby Zip 
Code NICU # 

City / 
Location 

1. 68801 22 Grand 
Island 

1. blank 34  1. 68111 26 Omaha: 
North of 
Med 
Center 

2. 68104 20 Omaha: 
North of 
Med 
Center - 
Benson 

2. 68107 15 Omaha: 
South 
Omaha 

2. 68521 24 Lincoln: 
North 
Cornhuske
r Highlands 
Golf 
Course 

3. 68111 18 Omaha: 
North of 
Med 
Center 

3. 68521 14 Lincoln: 
North 
Cornhusker, 
Highlands 
Golf Course 

3. 68107 22 Omaha: 
South 
Omaha 

4. 68107 15 Omaha: 
South 
Omaha 

4. 68111 12 Omaha: 
North of 
Med Center 

4. Blank 18  

5. 68521 13 Lincoln 5. 68104 11 Omaha: 
North of 
Med Center - 
Benson 

5. 68104 14 Omaha: 
North of 
Med 
Center - 
Benson 

6. 68803 10 Grand 
Island 

6. 68801 11 Grand Island: 
East Side 

6. 68005 13 Bellevue 

7. 68503 10 Lincoln 7. 68502 10 Lincoln 7. 68801 12 Grand 
Island: East 
Side 
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2018 NICU Admissions – Baby Zip 
Code 2019 NICU Admissions – Baby Zip Code 

2020 NICU Admissions – Baby Zip 
Code 

Baby Zip 
Code 

NICU 
# 

City / 
Location 

Baby Zip 
Code NICU # 

City / 
Location 

Baby Zip 
Code NICU # 

City / 
Location 

8. 68127 10 Ralston: 
84th Q  

8. 68901 10 Hastings 8. 68134 12 Omaha: 
90th Maple 

9. 68005 9 Bellevue 9. 68025 9 Fremont - 
Inglewood 

9. 68502 11 Bellevue 

10. 68701 9 Norfolk 10. 68105 8 Omaha: 
Center 
Street, VA 
Med Center; 
Leavenworth 
to I-80 

10. 68127 10 Ralston: 
84th Q 

 
 
Table 9: 2018, 2019 & 2020 Black Subpopulation NICU Admissions –Top 10 - Baby Home Zip Codes 

Black Population: NICU Admissions Baby Zip Codes 

2018 2019 2020 

Row Labels 
Count of 
Number Location 

Row 
Labels 

Count of 
Number Location 

Row 
Label 

Count of 
number Location 

1. 68111 10 Omaha: North 
of Med Center 

(blank) 9  68111 12 Omaha: 
North of 
Med 
Center 

2. 68107 7 Omaha: South 
of NE Medicine 

68112 7 Omaha: 
North 
Omaha; 
Florence & 
along river 

68110 7 Omaha 
Eppley 
Airfield 

3. 68164 4 Omaha: 
Northwest 

68104 5 Lincoln 68104 5 Omaha - 
Benson 

4. 68110 3 Omaha Eppley 
Airfield 

68114 4 Omaha: 
Dodge / 
90th Street 

68502 3 Lincoln 

5. 68502 3 Lincoln 68122 4 Omaha: 
Glenn 
Cunningham 
Lake area 

68107 2 Omaha: 
South of 
NE 
Medicine 

6. 68776 3 Sioux City 68111 4 Omaha: 
North of 
Med Center 

68144 2 Omaha – 
South 
west 
Millard 

7. 68005 2 Bellevue: Offutt 
AFB 

68131 3 Omaha: 
Bemis Park, 
Montclair, 
Joslyn 
Castle, 
Midtown 

68134 2 Omaha: 
Dodge / 
90th 
Street 
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Black Population: NICU Admissions Baby Zip Codes 

2018 2019 2020 

Row Labels 
Count of 
Number Location 

Row 
Labels 

Count of 
Number Location 

Row 
Label 

Count of 
number Location 

8. 68134 2 Omaha: 90th & 
Maple 

68108 2 Omaha: 
North of 
Zoo; Little 
Italy – S 13th 

68164 2 Omaha: 
Northwest 

9. 68147 2 Bellevue 68128 2 LaVista 68152 2 Northeast 
Omaha – 
Hwy75 N 

10. 68510 2 Lincoln 68105 2 Omaha: 
Center 
Street, VA 
Med Center 

68521 2 North 
Lincoln of 
I-80 east 
of airport 

 
 
Table 10:  2018, 2019 and 2020 for Nebraska Total Care NICU Admissions:  Top Ten Admitting Hospitals  

Admitting Hospitals for 2018 –  2020 NICU Admissions 
2018 2019 2020 

Hospital 
NICU 

Admissions Hospital 
NICU 

Admissions Hospital 
NICU 

Admissions 

ALEGENT HEALTH 
BERGAN MERCY 
HEALTH SYSTEM 

86 ALEGENT HEALTH 
BERGAN MERCY 
HEALTH SYSTEM 

84 ALEGENT HEALTH 
BERGAN MERCY 
HEALTH SYSTEM 

97 

NEBRASKA METHODIST 
HOSPITAL 

67 BRYAN MEDICAL 
CENTER 

62 BRYAN MEDICAL 
CENTER 

81 

BRYAN MEDICAL 
CENTER 

62 NEBRASKA 
METHODIST 
HOSPITAL 

48 NEBRASKA 
METHODIST 
HOSPITAL 

73 

THE NEBRASKA MED 
CENTER 

56 THE NEBRASKA MED 
CENTER 

45 THE NEBRASKA MED 
CENTER 

45 

CHILDRENS HOSPITAL 
AND MEDICAL CENTER 

43 CHILDRENS 
HOSPITAL AND 
MEDICAL CENTER 

38 CHILDRENS 
HOSPITAL AND 
MEDICAL CENTER 

45 

MARY LANNING 
MEMORIAL HOSPITAL. 

18 MARY LANNING 
MEMORIAL 
HOSPITAL. 

24 
SAINT FRANCIS 
MEDICAL CENTER 

30 

SAINT FRANCIS 
MEDICAL CENTER 

15 SAINT ELIZABETH 
REGIONAL MEDICAL 
CENTER 

21 MARY LANNING 
MEMORIAL 
HOSPITAL. 

26 

REGIONAL WEST 
MEDICAL CENTER 

15 REGIONAL WEST 
MEDICAL CENTER 

15 REGIONAL WEST 
MEDICAL CENTER 

15 

ST LUKES REGIONAL 
MEDICAL CENTER 

14 SAINT FRANCIS 
MEDICAL CENTER 

12 ST LUKES REGIONAL 
MEDICAL CENTER 

13 

SAINT ELIZABETH 
REGIONAL MEDICAL 
CEN 

14 
KEARNEY REGIONAL 
MEDIAL CENTER LLC 

10 
SAINT FRANCIS 
MEDICAL CENTER 

12 
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Data Analysis 

The 2020 data for Nebraska Total Care NICU population showed that the primary maternal race with NICU admissions 
was the White (Non-Hispanic) population (37.26%) , followed by Hispanic (15.64%)   and the Black (Non-Hispanic) 
population at 9.67%. Of note, there were 82 (14.41%) with no identified race as described in table 8.  In comparison to 
2019, the2020 white subpopulation NICU admission increased by 1.05%. Hispanic NICU admissions decreased by 3.07% 
Black subpopulation decreased by 3.52% along with American Indian/ Native Alaskan decreased by 0.46%.  The Asian 
Pacific Islander population showed slight increase in NICU admissions by 1.26%.      
 
The primary admitting diagnosis from 2018, 2019 and 2020 NICU population has remained relatively the same: Preterm 
newborn, RDS of newborn, respiratory distress and extremely low birth weight of newborn.  Diagnosis that have 
increased in 2020 have been newborn with gestational age of 35 weeks and neonatal jaundice and hypoglycemia.  The 
neonatal jaundice and hypoglycemia seem to correspond with the typical diagnosis seen in the late preterm infant 
population.  
 
In the 2020 NICU population based on race / ethnicity, the white population saw the top primary diagnosis as extremely 
low birth weight, respiratory distress and preterm deliveries between gestational ages of 30 -36 weeks.  For the Hispanic 
population, RDS, neonatal gestational age of 36 weeks of age along with the acute respiratory distress were the 
identified as the top primary diagnosis.   In the black / African American population, slow uterine growth and extremely 
low birth weight, along with hypothermia, respiratory distress / hypercapnia were primary diagnosis.   
 
Table 8 reflects the NICU admissions year over year based on zip codes of the infant. A year over year trend is noticeable 
within the admitting zip codes of the infant.  The 68111 zip code which resides in the Omaha (north of Nebraska 
Medicine area) had the largest amount of NICU admission during 2020 with 26.  A North Lincoln zip code, 68521 came in 
second with total admissions of 24 and 68107 (south Omaha) came in third with 22 admissions and 68104 (Omaha 
Benson) came in next with 14 admissions.  All of these zip codes were within the top 5 admission zip codes in both 2018 
and 2019.       
 
Table 9 reflects the NICU admission zip codes for the Black / African American subpopulation.  The admitting zip codes 
for this population were located in the metro regions of Omaha and Lincoln (68111, 68110, 68104, 68502,and 68107).  
These zip codes are consistent with the overall demographic locations of the Black / African American population within 
the regions. 
 
Table 10 represents the number of admitting hospitals for NICU admissions in 2018, 2019 and 2020.  The data continues 
to show for Nebraska Total Care that the majority of NICU admissions were admitted to CHI Health Bergan Mercy Bryan, 
Nebraska Methodist Hospital, and Nebraska Medical Center year over year.  

Interventions 
Nebraska Total Care’s provider incentives for early notification of pregnancy submission and appropriate initiation and 
outcomes of 17P continued into 2020.  This incentive program was adjusted per feedback from provider stakeholders in 
early 2020 to include incentives for the submission of the Obstetric Needs Assessment Form (ONAF) and adjustment in 
payment based on gestational age of form submission. This initiative has gradually grown since implementation in 2018 
a steady increase in obtaining Notification of Pregnancy information to the health plan.  In 2020, Nebraska Total Care 
reached 70% of all deliveries receiving a Notification of Pregnancy information either through provider, member and or 
case management outreach submission. Early notification assists the health plan in determination of the members’ 
pregnancy risk and assisting with outreach and engagement in case management.  This incentive program is shared with 
provider stakeholders during Joint Operating Committees with provider groups who are on value-based contracts, 
website information and outreach to providers.    
 
Nebraska Total Care has focused initiative efforts related to disparities on interventions identified through the 17-
hydroxyprogesterone (17P) improvement project.  This project was a collaborative performance improvement project 
between Nebraska Medicaid and Long-Term Care (MLTC) and all three Managed Care Organizations.  In 2019, a study 
conducted by the manufacturer of Makena (Prolong study), showed little to no efficacy with 17P.  This study has been 
reviewed by the FDA questioning removal of the Makena product.  Further discussion between ACOG and Maternal 
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Fetal Medicine  based on review of the study, stated that the current guidelines for recommended use of 17P will not be 
changing per their clinical recommendation at this time and the organizations will continue to monitor forthcoming 
studies. Nebraska MLTC has made the decision for 2020, to conclude the 17-hydroxyprogesterone (17P) improvement 
project based on recent FDA discussion.  At this time Centene, parent company of Nebraska Total Care continues to 
support the clinical decisions made by providers in the use of 17P related to ACOG and Maternal Fetal Medicine Society 
recommendations related to the Prediction and Prevention of Preterm Birth. The 17P continues to show a decrease in 
usage in 2020 for the Nebraska Total Care membership with previous past premature singleton deliveries. This is most 
likely related to the ongoing concerns related to overall efficacy from previous studies.  
 
Nebraska Total Care, in collaboration with parent company Centene, continues to initiate the distribution of Start Smart 
for Baby (SSFB) collateral materials to members who were identified as being pregnant through the Notification of 
Pregnancy process.  Continued emphasis is on educating the member with health information related to pregnancy, 
post- delivery and newborn care in order to achieve better outcomes.  Additional outreach and resources are sent to the 
NICU members.   The educational materials covers topics that help expecting and new moms gain awareness about how 
to stay healthy during pregnancy, risk factors and caring for the newborn. The materials are in the process for updates 
based on best practice recommendations during calendar year 2021.  Additional pregnancy resources are available on 
the Nebraska Total Care website with links to state and national sites.    
 
Early and consistent case management efforts continue to be a focus in 2020 and will continue into 2021. Case 
Managers with a labor and delivery background assist in guiding members towards a healthy pregnancy.  The 
Community Health Worker team role was adjusted due to COVID pandemic but continues to focus on outreach to high 
risk members and / or outreach to members via phone.   The team assists members in identifying any care gaps that 
need to be closed and / or assisting with social determinant needs through community resources.  This team also 
supported a virtual baby showers, allowing members to learn more about pregnancy and covered services.  
 
Interdisciplinary NICU rounding continues during 2020 between case management and utilization management and 
other interdisciplinary teams within Nebraska Total Care.  High risk members are reviewed and brainstorming of 
potential interventions and outreach are explored to better support the member. 
 
Nebraska Total Care will continue to outreach, participate and collaborate with regional and state committees and 
programs.  Those include sponsorship at the March of Dimes Prematurity Summit, Olsen Center breastfeeding 
conference, annual DHHS Maternal Behavioral Health conference and Nebraska Perinatal Quality Improvement 
Collaborative conference. Nebraska Total Care leadership and staff continue to engage in various state and local 
committees related to Maternal and Women’s Health issues. 
 
Outreach to our communities is a valuable connection in understanding and supporting the needs of our members 
within their communities.  Though limitations of these activities occurred due to COVID, the health plan’s marketing 
team and Community Health Care workers provide ongoing visits and support of health fairs, wellness activities and 
special community events through sponsorship, table displays and activities.  Ongoing visits to local WIC, FQHC’s, Tribal 
communities and other communities will provide the opportunity to educate, share resources and discuss strategies to 
improve our member’s health and wellness. 
 
Outreach and collaboration with Nebraska Total Care’s provider partners that participate in value based and / or P4P 
contracts allows for strategic partnering related to quality and HEDIS® data.  Partnering through data sharing and 
incentives engages the providers in meeting the healthcare needs of their assigned Medicaid members. 
 
Nebraska Total Care continuously works to remove barriers that prevent our members from accessing quality healthcare 
because we have a responsibility to make it simple to get well, stay well, and be well. To continue this mission, Nebraska 
Total Care has launched a Provider Accessibility Initiative (PAI). The goal of the PAI is to improve member access and 
health outcomes by increasing the percentage of practitioner locations and services in our network that meet minimum 
federal and state disability access standards. The program aims to transition healthcare delivery into a fully accessible 
system for everyone while improving the accuracy and transparency of disability access data in provider 

https://www.centene.com/news/provider-accessibility-initiative.html
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directories. Members are able to view your location’s detailed disability access information on the online Find a Provider 
tool, and filter for a provider based on their disability. 
 
Nebraska Total Care provides ongoing collaboration with Centene’s Accreditation and Population Health Equity team to 
provide ongoing assessment, evaluation and enhancement of CLAS standards within the health plan. Continual 
expansion on activities, education and awareness related to diversity, health literacy, language services, inclusion and 
health disparities will be a focus in 2021.   Ongoing assessment of CLAS standards allows for the health plan to ensure 
that it is providing the support and assessing the needs of the diverse population.   

Summary 
Nebraska Total Care is committed to supporting the objectives of the Nebraska Heritage Health Program to reduce racial 

and ethnic health disparities. The health plan assesses the cultural, ethnic, racial, and linguistic composition of the 

network against the needs and preferences of enrollees and adjusts the availability of practitioners within the network, 

as necessary. The health plan performs analysis on accessibility to providers to ensure members who speak different 

languages and / or ethnicity have direct access to similar providers. Further assessment of HEDIS® and other quality 

health care measures along with the CLAS assessment help drive the action plan developed to address disparities.  

UnitedHealthcare Community Plan of Nebraska 
Throughout the course of 2020, UHCCP undertook several initiatives aimed at addressing healthcare disparities among 
its membership; this information was provided by the MCO: 
 
UHCCP works to support the objectives of the Nebraska Medicaid and Long-Term Care – Heritage Health Program and 
conducts an annual analysis to ensure that its network has sufficient numbers and types of practitioners (clinicians) 
and providers (facilities) to serve enrollees. The analysis assesses the geographic and numeric availability of 
practitioners and providers against UHCCP availability standards, identifies and prioritizes opportunities for 
improvement, takes action to address opportunities, and evaluates the effectiveness of actions taken. To reduce racial 
and ethnic health disparities, the MCO assesses the cultural, ethnic, racial, and linguistic composition of the network 
against the needs and preferences of enrollees and adjusts the availability of practitioners in the network, as 
necessary. The MCO performs analysis on accessibility to tribal providers to ensure Native American members have 
direct access to tribal providers. 
 
The MCO is contracted with all tribal providers in the service area, as well as all federally qualified health centers. This 
information was provided by the MCO. 
 
Beginning in late January 2020, the United States, amongst the rest of the world, was affected by the Coronavirus 
Disease (COVID-19) pandemic. As the virus and the effects of social distancing mandates occurred state-by-state, UHCCP 
recognized both the significant physical and mental health impact.  
 
Population needs shifted during this time from a preventive model to one of minimizing the risk of exposure, ensuring 
supportive services and resources were readily available, and initiating strategic outreach around Covid-19 related 
needs.  Refer to the Initiative 6 in this document for a comprehensive summary of all efforts taken by UHCCP to address 
the health disparities brought forth by the COVID-19 pandemic. 

Data to Assess Ethnic, Racial, and Cultural and Linguistic Availability 
The annual member satisfaction survey using CAHPS is conducted to monitor the satisfaction of members with ethnic, 
racial, cultural, and linguistic practitioners.  

 A review of the Adult CAHPS results for 2020 for member satisfaction showed an overall improvement from the 
prior year results for “How often was it hard to find a personal doctor who speaks your language?” and “How often 
was it hard to find a personal doctor who understands your culture?”.  In reviewing  the Children’s CAHPS results for 
2020 there was a slight decline, but results remained higher than our UHC Average CAHPS score.  
 
When analyzing the data based on race/ethnicity, the data for both the Language and Culture questions indicated:    
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o White (non-Hispanic) responders in both the Adult and Child populations tended to respond more favorably 
than Black or African American, Hispanic, or other responders.  

 
The data analysis further indicated responders in age groups 18-34 and 35-44 tended to respond more favorably 
than those in age groups 45-54 and 55+.   
 
Also, sampled members that responded via the mailed survey tended to respond more favorably to the 
Language and Culture questions than those responding via the phone (live call) survey. 

 

 In 2019, UHCCP added the following question as a supplemental item: “In the last six months, when you needed an 
interpreter to help you speak with [your child’s] doctors or other health providers, how often did you get one?”.  
o The 2020 results for both Adult and Child populations, for those responding “Usually” or “Always”, were 35.5% 

and 54.9% respectively.  
o The adult satisfaction with finding an interpreter increased by 9% while the Child satisfaction results decreased 

slightly from 2019. 

 UHCCP’s assessment of language by county demonstrates no language deficits. 
 UHCCP produces a quarterly report that reviews the number of members who have indicated English is not their 

primary language compared to the number of providers who have indicated they speak that language. The report is 
used to identify network needs for cultural and linguistic availability by county.  There are no gaps in the network 
identified in 2020. 

 UHCCP uses the results from data analysis to develop action plans, if necessary, to improve access for ethnic, racial, 
cultural, and linguistic availability. These reports are taken to quality committees for review and input.  

 UHCCP’s philosophy is to help ensure culturally competent care providers emphasize a “whole member” approach, 
taking into account the member’s environment, background and culture. The MCO is committed to disability 
competency in which individuals and systems provide services effectively to people with various physical and 
behavioral disabilities. To support providers to be culturally competent, UHCCP maintains a cultural competency 
library on its website for providers to be informed and find additional resources on cultural competency. 

 UHCCP supports accountable care organizations (ACOs) in Nebraska. As Medicaid ACO activity in Nebraska increases, 
the MCO’s ACO core team continues to share the following action-oriented information to the provider on its 
patient population: 
o patient rosters that inform the clinical team of the health status, chronic conditions, and utilization of health 

care services of its members 
o review of high-risk members to ensure regular visits are occurring and the member has a relationship with the 

primary care physician. 

Training Staff on Cultural Competency 
UHCCP conducts ongoing training for all staff, including information on the very latest in program updates, related 
changes, and requirements. Ongoing training also addresses cultural competency and special health care 
coordination needs of Nebraska members, including: cultural awareness and understanding of health disparities 
among cultural groups; treating each person with dignity and respect; communication protocols for members with 
limited English proficiency; and barriers facing individuals with special health care needs. 

 UHCCP training includes building relationships with advocate groups and community-based organizations to gain 
insight into the social determinants affecting individuals in our community. We reach out to local and national 
partners to present one-hour Lunch and Learn educational sessions allowing our team to connect Nebraska 
resources to the needs of the individuals we serve.  UHCCP teams have an impact on members’ care, either directly 
or indirectly, and has the knowledge and skills to meet the diverse and unique needs of our members. Table 1 
outlines UHCCP Lunch and Learn educational sessions to clinical and nonclinical staff in 2020. 
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Table 1: Lunch and Learn Educational Sessions to Clinical and Nonclinical Staff in 2020 

Date Organization Topic(s) Covered Social Determinant(s) Attendance 

Jan. 12, 2020 Department of Health 
and Human Service 

DHHS staff presented on the 
various Economic Assistance 
Programs  

Health services, social 
supports, housing, 
employment and food 

44 

Feb. 13, 2020 Goodwill  Overview of programming for 
those with disabilities, youth 
and young adult, and those 
looking for employment 
assistance. Provided 
information on how to refer 
members.  

Employment, 
education/training and 
disability services 

48 

Mar. 12, 2020 Tobacco Free 
Nebraska  

Overview of smoking cessation 
program and how to refer and 
the effect of smoking and 
quitting.  

Health services and 
financial support.  

41 

April 2020 Due to the COVID-19 pandemic Community-Based Organizations experienced limited staffing and 
were unable to host UHCCP Lunch and Learns as scheduled. May 2020 

June 11, 2020 United Way 211 Overview of the website and 
the call center.  211 is accurate 
and comprehensive database 
that you can use to find health 
and human services to meet 
your needs. 

Health services, social 
supports, housing, 
employment and food 

51 

July 9, 2020 Together OMAHA Overview on the program at 
Together. How to referral to 
the pantry and housing 
Supports. Provided an 
overview of what food 
insecurity looks like in Omaha 
Metro.  

Food, housing and 
supportive services  

56 

Aug. 13, 2020 Heartland Workforce 
Solutions 

An overview on how to refer 
and who is eligible to use the 
center. Programing for resume 
assistance to job training.  

Employment and 
education/training  

58 

Sept. 10, 2020 Nebraska Vocational 
Rehab 

Overview of programming for 
those with disabilities that are 
looking for employment 
assistance. Information on 
how to refer members.  

Employment and 
education/training 

54 

Oct. 8, 2020 Community Alliance - 
SOAR Program  

SOAR SSI/SSDI Outreach, 
Access and Recovery Program 
overview and how to refer.  
They assist those that are 
homeless and have mental 
health issues to apply for SSI 
benefits.  

Social supports, 
financial and health 
services 

56 

Nov. 12, 2020 Ponca Tribe of 
Nebraska  

The staff gave an overview of 
the Domestic Abuse Program 
and how to help those in the 
domestic abuse relationship  

Health services, social 
supports, housing, case 
management and 
domestic abuse 
advocacy  

51 
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Date Organization Topic(s) Covered Social Determinant(s) Attendance 

Dec. 10, 2020 Disability Rights 
Nebraska 

The staff gave an overview of 
the advocacy agency and how 
to help/refer members for 
services.  They work to make 
sure those with disabilities are 
treated equally and are 
appropriately cared for in 
community living settings.  

Education, advocacy, 
social support and legal  

56 

 
 

 UHCCP collaborates with the South Omaha Community Council, Metro Area Continuum of Care for the Homeless, 
Native American Community Coalition and the State Tribal Nations on education and training to continue fostering 
cultural awareness and understanding of any health care needs. In 2020, UHCCP hosted a Lunch and Learn that 
provided information Domestic Abuse within the Native American population and available resources for victims 
of domestic abuse. All UHCCP employees receive trainings on cultural competency through modules that include, 
but are not limited to, the following: 
o Workplace Violence Prevention,  
o Code of Conduct Annual Training, and  
o Valuing Diversity and Inclusion 

 

 UHCCP’s clinical care management staff conduct ongoing training to promote an understanding of cultural 
competency and how diversity has a role in the member’s continuing health needs. In 2020, the clinical care 
management staff completed the following trainings:  
o Community and State Advance Directives  
o Community and State NE Waiver Overview  
o Community & State Bipolar Skills Lab  
o NCQA Training  
o Community & State Neonatal Cytomegalovirus Infection 
o Community & State Neonatal HIV 
o Community & State Neonatal Hyperbilirubinemia 
o Community & State Neonatal Intraventricular Hemorrhage 
o Community & State Neonatal NAS 
o Community & State Neonatal Sepsis  
o Cultural Diversity Awareness 2020 

 

 UHCCP’s Member Services and Provider Services advocates are trained to understand and anticipate members’ 
unique needs, including cultural competency, to promote sensitivity to improve the member experience. Training 
in motivational interviewing helps to promote member engagement and information gathering (such as 
pregnancy, barriers to care, and unmet needs) to help the MCO provide personalized services. Advocates are 
trained on the following modules: 
o Member Services:  

 Valuing Diversity and Inclusion II,  
 2020 Special Needs Plan Model of Care,  
 Providing Resolution with Compassion, 
 Disability Awareness, 
 No Closed-Door Overview,  
 Lives of the People We Serve, 
 Living our Values, 
 Heritage Health Adult Expansion Plan, 
 Identifying and Supporting Caregivers, and; 
 The People We Serve. 
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o Provider Services 
 2020 Special Needs Plan Model of Care and; 
 Cultural Awareness 

Reducing Barriers to Care 
To assess disparities in treatment among members, address issues of population health, and correct those disparities, 
UHCCP uses technology to ensure that high-quality, timely, and appropriate health care is available to all members, and 
a clinical risk stratification tool confirms that members are receiving optimal care. UHCCP’s cultural competency strategy 
includes the following Heritage Health initiatives: 

 Initiative 1: Provide provider cultural competency training: 
o UHCCP provides links to providers for abstracts of peer-reviewed journal articles relevant to patient health 

literacy and the promotion of a health-literate society. Additional cultural sensitivity and health literacy 
materials are available to providers on our website (https://www.uhcprovider.com/en/resource-library/patient-
health-safety/cultural-competency.html). This training provides easy, accessible, user-friendly tools that can 
improve the cultural competency of physicians and other health care professionals.   

o UHCCP’s provider web portal also has cultural competency training modules for easy access for providers to 
utilize at their convenience.  UHCCP emphasizes what Cultural Competency means to patient care: 
 Research has established that socio-cultural differences between patients and health care professionals 

influence many aspects of the medical encounter that can impact patient satisfaction, adherence, and 
health outcomes.  

 Patients respond better when care instructions are delivered in their own language and their cultural 
background is considered.  

 Knowledge of, and sensitivity to, cultural issues can impact the way patients share their medical needs, 
and how physicians and nurses can enhance communication, diagnosis, and treatment. 

 For all patients, awareness of cultural subtleties by physicians and other health professionals can help 
improve patient care.  

 Cultural education for health care professionals is an important component of improving the quality of 
care delivered to diverse patient populations and can help in addressing racial/ethnic disparities in health 
care.   

 

o In 2020, UHCCP communicated information in the care provider manual about a member’s right to culturally 

competent care, and member’s cultural and ethnic background and origins are respected. 

 

 Initiative 2: Training/claims lab for Indian Health Services (IHS) billing and claims: 
o Nebraska is home to four Native American tribes, with most of this population residing in four counties: Knox, 

Thurston, Douglas, and Lancaster. To monitor integration and build our relationship and understanding with 

tribal liaisons, we provide training for staff related to billing, coding, claims, and other operational issues. 

o The tribal liaison provides consultation, technical assistance, education, and outreach to key stakeholders 
involved in the dental, vision and pharmacy needs for the tribal clinics.  The tribal liaison collaborates with 
health plan staff and tribal clinic providers to develop and facilitate health services that are culturally responsive 
and holistic, and that promote respect for body, mind, and spiritual healing.  

o The provider relations team has been proactive in supporting and assisting with overcoming trust issues, access 
to care challenges and educating tribal leaders about managed care business processes. The provider advocates 
have collaborated with the tribal clinics for billing, coding, claims, encounters training and education. The health 
plan has monthly meetings, either by phone or face to face, to cover any questions and education with the tribal 
clinics.  Behavioral health assistance is provided by provider relations advocate. 

o The tribal liaison assisted the Tribal clinics in arranging training with the transportation vendor to provide 
consultation, technical assistance, education and outreach to key stakeholders and the tribal clinics for the 
transportation benefit that was implemented by all three MCOs in July 2019. 

o The health plan hosted several webinar training sessions in September and October to communicate to 
providers and Tribal Clinics the implementation of Heritage Health Adult Expansion October 2020.   
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 Initiative 3: Develop and establish a Nebraska Health Equity Committee: 
o UHCCP participates in a number of community-based organizational committees to provide insights and support 

efforts to improve health equity and reduce health disparities, including a member of the Disability 
Organizations Together Serve, Refugee Task Force, Special Olympics Advisory Committee, Project Homeless, 
Native Indigenous Centered Education, Develop Unite Empower Together (DUET), Doves Domestic Violence, 
Catholic Charities Domestic Violence, ARC of Nebraska, South Omaha Community Care Council, Metro Area 
Continuum of Care for the Homeless, Mexican Consulate and Munroe Meyer Community Advisory Board. 
Through the community committee participation, the MCO determined that the ad hoc committee was not 
needed at this time. 
 

 Initiative 4: Implemented a health disparities action plan: 
o UHCCP has a health disparities action plan that supports efforts to reduce health disparities for members and 

addresses disparities associated with age, gender, address, race and ethnicity, language, and disability. The main 
goals are to improve the quality of health of consumers and communities and to embrace diversity by creating a 
continuum of culturally sensitive initiatives that promote health and prevent avoidable health care cost (Table 
2). 

o The disparities workgroup meets on a regular basis to update the action plan and interventions. The group is a 
cross-functional group consisting of clinical, network, operations, data and informatics, customer service, and 
marketing departments. This group studies multicultural population stratification using HEDIS and claims-based 
data and develops interventions based upon the understanding of current gaps in health and health care in 
Nebraska to create an action plan focused on utilizing culturally sensitive methods to close gaps in care. 

o The health disparities plan was revised.  Revision updates for the health disparities plan included the following 
priorities: 
 establishing the foundation for multicultural population stratification;   
 understanding gaps in healthcare to develop interventions; 
 refining the patient-centered approach based on member demographics, including race, ethnicity, and 

language preferences, and; 
 growing multicultural capabilities to enhance the member experience. 

 
o Population needs shifted during this time from a preventive model to one of minimizing the risk of exposure, 

ensuring supportive services and resources were readily available, and initiating strategic outreach around 
Covid-19 related needs.  Refer to the Initiative 6 in this document for a comprehensive summary of all efforts 
taken by UHCCP to address the health disparities brought forth by the COVID-19 pandemic. 
 

Table 2: Community-Based Organization Events Focused on Support of Health Disparities in 2020 

Event Date Hosting Organization Event Name Event Location 

01/02/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha 

01/02/2020 Metro Area Continuum of Care for the 
Homeless 

Homeless Street Outreach  Omaha  

01/07/2020 Center for People in Need Food Pantry Lincoln 

01/07/2020 Siena Francis House  Shelter Outreach  Omaha  

01/07/2020 Heart Ministry Center Food Pantry Omaha 

01/09/2020 State Health Improvement Plan Health Equity Meeting Lincoln 

01/14/2020 Disability Organizations Together 
Serve 

Monthly Meeting Omaha 

01/14/2020 Lincoln Family Medicine Center Outreach Lincoln 

01/14/2020 Center for People in Need Food Pantry Lincoln 

01/15/2020 Metro Area Continuum of Care for the 
Homeless  

Monthly Board Meeting  Omaha  

01/15/2020 South Omaha Community Care 
Council 

Large Networking Meeting Omaha 
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Event Date Hosting Organization Event Name Event Location 

01/16/2020 Salvation Army Energy Assistance Omaha 

01/21/2020 Nebraska Dept of Corrections  RISE Women Business Pitch 
Competition and Graduation 

York  

01/21/2020 Metro Area Continuum of Care for the 
Homeless  

Annual Point in time Count Omaha 

01/21/2020 Community Action Partnership 
Western NE 

Annual Point in time Count Scottsbluff 

01/21/2020 DHHS Community Partner Call Scottsbluff 

01/21/2020 Community Action Partnership 
Western NE 

WIC Clinic Bridgeport 

01/24/2020 ENCOR Interagency Meeting Omaha 

01/28/2020 Down Syndrome Alliance of the 
Midlands 

Discussion on Aging and IDD Omaha 

01/28/2020 Center for People in Need Food Pantry Lincoln 

01/28/2020 Potter's Wheel Ministries Food Pantry Scottsbluff 

01/28/2020 Siena Francis House  Shelter outreach  Omaha  

01/28/2020 Community Action Partnership 
Western NE 

WIC Clinic Oshkosh 

01/30/2020 Liberty Elementary Family Night Community 
Resource Fair 

Omaha 

01/31/2020 Munroe Meyer Institute Community Advisory Board 
Meeting 

Omaha 

02/04/2020 Center for People in Need Food Pantry Lincoln 

02/04/2020 Omaha Table Talk  Homeless Omaha: Policy 
Prevention and Community 
Support 

Omaha 

02/05/2020 Community Action Partnership 
Western NE 

WIC Clinic Scottsbluff 

02/05/2020 Dept. of Labor W. Nebraska Interagency 
Meeting 

Scottsbluff 

02/05/2020 Project Homeless Connect Monthly Meeting Scottsbluff 

02/06/2020 Community Connections Monthly Meeting Kearney 

02/06/2020 Lexington Middle School Food Pantry Lexington 

02/11/2020 Siena Francis House  Shelter outreach  Omaha  

02/11/2020 Disability Organizations Together 
Serve 

Monthly Meeting Omaha 

02/11/2020 Center for People in Need Food Pantry Lincoln 

02/11/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

02/11/2020 Lincoln Family Medicine Center Outreach Lincoln 

02/11/2020 Community Action Partnership 
Western NE 

WIC Clinic Sidney 

02/12/2020 North Platte Interagency Monthly Meeting North Platte 

02/12/2020 Metro Area Continuum of Care for the 
Homeless  

Monthly Board Meeting  Omaha  

02/13/2020 Scottsbluff YMCA Health Fair Scottsbluff 

02/18/2020 Central Developmental Disabilities 
Advocacy Group 

Bi-Monthly Meeting Kearney 

02/22/2020 OneWorld Community Health Centers Mayan Health Fair Omaha 

02/25/2020 Boys Town Metro Area Suicide 
Prevention Coalition 

Omaha 



 

Annual External Quality Review Aggregate Technical Report Page 83 of 118 

Event Date Hosting Organization Event Name Event Location 

02/25/2020 Community Action Partnership Mid-
Nebraska 

Commodities Kearney 

02/25/2020 Department of Health and Human 
Services 

HCBS Stakeholder Meeting Lincoln 

02/25/2020 Siena Francis House  Shelter outreach  Omaha  

02/25/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

02/26/2020 Native Indigenous Centered Education 
(OPS) 

Native American Community 
Coalition 

Omaha 

02/27/2020 Community Action Partnership Mid-
Nebraska 

WIC Clinic Lexington 

02/28/2020 School Social Work Association of 
Nebraska 

Annual Conference & 
Resource Fair 

Omaha 

03/04/2020 Project Homeless Connect Monthly Meeting Scottsbluff 

03/04/2020 Community Action Partnership 
Western Nebraska 

Commodities Scottsbluff 

03/04/2020 Carl T Curtis Health Center Suicide Meeting Omaha/Macy 

03/05/2020 NE Department of Health and Human 
Services 

State Health Improvement 
Plan, Equity 

Lincoln 

03/06/2020 Ponca Fred Leroy Health and Wellness Fred Leroy Staff Meeting, 
Planning 

Omaha 

03/09/2020 Nebraska Urban Indian Health 
Coalition 

Community Relationship 
Building 

Lincoln 

03/09/2020 Division of Developmental Disabilities DD Awareness Month 
Proclamation 

Lincoln 

03/10/2020 Education Service Unit #13 Mental Health Conference Chadron 

03/10/2020 Fred LeRoy Health and Wellness Community Informational 
Meeting/Lunch and Learn 

Omaha 

03/10/2020 Lincoln Family Medicine Center Outreach Lincoln 

03/12/2020 Carl T Curtis Health Center Monthly Meeting Macy 

03/12/2020 Winnebago 12 Clans Clinic Monthly Meeting Winnebago 

03/17/2020 Special Olympics Nebraska Health Advisory Committee Omaha 

03/17/2020 Carl T Curtis Health Center Follow-up Meeting/Suicide 
Attempts 

Macy 

03/24/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

04/09/2020 Carl T Curtis Health Center Monthly Meeting Macy 

04/09/2020 Winnebago 12 Clans Clinic Monthly Meeting Winnebago 

04/14/2020 Munroe Meyer Institute Information Series, Disability 
Series 

Omaha 

04/15/2020 Community Care Connections Monthly Meeting Hastings 

04/17/2020 Food Bank of the Heartland volunteering  Omaha 

04/17/2020 Food Bank of the Heartland volunteering  Omaha 

04/17/2020 Lexington Regional Hospital Dawson County Interagency 
Meeting 

Lexington 

04/21/2020 Central DD Advocacy Group Meeting Kearney 

04/23/2020 Santee Sioux Health Center Monthly Meeting Niobrara 

04/24/2020 Families First Partnership  Interagency Meeting North Platte 

05/01/2020 Lexington Regional Hospital Dawson County Interagency 
Meeting 

Lexington 

05/01/2020 Food Bank of the Heartland volunteering  Omaha 



 

Annual External Quality Review Aggregate Technical Report Page 84 of 118 

Event Date Hosting Organization Event Name Event Location 

05/02/2020 Nebraska Early Childhood 
Collaborative 

Planning Call Omaha 

05/07/2020 State Health Improvement Plan(SHIP) Monthly Meeting Omaha 

05/07/2020 Community Action Partnership Mid NE Interagency Meeting Kearney 

05/08/2020 Food Bank of the Heartland volunteering  Omaha 

05/12/2020 Disability Organizations Together 
Serve 

Monthly Meeting Omaha 

05/12/2020 Buffalo County Community Partners Buffalo County Call Kearney 

05/13/2020 Department of Labor Western NE Interagency 
Meeting 

Scottsbluff 

05/21/2020 Carl T Curtis Health Center Monthly Meeting Macy 

05/15/2020 Winnebago 12 Clans Clinic Monthly Meeting Winnebago 

05/15/2020 Lexington Regional Hospital Dawson County Interagency 
Meeting 

Lexington 

05/15/2020 Develop Unite Empower Together 
(DUET)  

Roundtable Meeting Omaha 

05/19/2020 Buffalo County Community Partners COVID-19 Call Kearney 

05/22/2020 Project Homeless Connect Project Homeless Connect 
Meeting 

North Platte 

05/22/2020 Food Bank of the Heartland volunteering  Omaha 

05/26/2020 Buffalo County Community Partners Buffalo County Call Kearney 

05/29/2020 Winnebago 12 Clans Hospital, 
Winnebago Educare, St. Augustine 
Mission 

Mask Delivery Winnebago 

05/29/2020 Food Bank of the Heartland volunteering  Omaha 

06/02/2020 Buffalo County Community Partners COVID-19 Call Kearney 

06/03/2020 Project Homeless Connect Monthly Meeting Scottsbluff 

06/04/2020 Community Connections Virtual Community 
Connections Meeting 

Kearney 

06/05/2020 Food Bank of the Heartland volunteering  Omaha 

06/05/2020 Munroe Meyer Institute  Community Advisory Board 
Meeting 

Virtual 

06/11/2020 Carl T. Curtis Health and Wellness Monthly Meeting Macy 

06/11/2020 Winnebago 12 Clans Clinic Monthly Meeting Winnebago 

06/16/2020 Buffalo County Community Partners COVID-19 Call Kearney 

06/25/2020 Santee Sioux Health Center Monthly Meeting Santee 

07/09/2020 Nebraska Children and Families 
Foundation 

Statewide Central Navigation 
Call 

Omaha 

07/09/2020 Carl T. Curtis Health and Wellness Monthly Meeting Macy 

07/09/2020 Project Homeless Connect Monthly Meeting Scottsbluff 

07/09/2020 Panhandle Continuum of Care Monthly Meeting Scottsbluff 

07/13/2020 Winnebago Twelve Clans Unity 
Hospital 

Monthly Meeting Winnebago 

07/14/2020 Disability Organizations Together 
Serve 

Monthly Meeting Omaha 

07/14/2020 Christian Homes outreach table at senior 
housing  

Omaha 

07/16/2020 Nebraska Children and Families 
Foundation 

Statewide Central Navigation 
Call 

Omaha 

07/21/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  
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Event Date Hosting Organization Event Name Event Location 

07/24/2020 Fremont Family Coalition Virtual UnitedHealthcare 
Organizational Overview 

Fremont 

07/25/2020 Santee Sioux Health Center Monthly meeting Santee 

07/24/2020 Fremont Family Coalition Virtual UnitedHealthcare 
Organizational Overview 

Fremont 

07/27/2020 Hope Center for Kids Drive-up Pantry Info Table Omaha 

07/27/2020 Hope Center for Kids Drive Up Info table Tara 

07/28/2020 Nebraska Humanities Prime Time 
Reading 

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

07/28/2020 Catholic Charities Domestic Violence 
Program 

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

07/28/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

07/30/2020 Blue Valley Community Action 
Partnership 

Virtual UnitedHealthcare 
Organizational Overview 

Fairbury 

07/30/2020 WIC Virtual UnitedHealthcare 
Organizational Overview 

Scottsbluff 

08/05/2020 Latino Center of the Midlands Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

08/06/2020 Nebraska Children and Families 
Foundation 

Virtual UnitedHealthcare 
Organizational Overview 

Lincoln 

08/08/2020 Big Brothers, Big Sisters of the 
Midlands 

Drive up Back to School 
Event 

Omaha 

08/06/2020 Ponca Hills Health and Wellness FQHC 
Celebration/Organizational 
Overview 

Norfolk 

08/10/2020 Nebraska Urban Indian Health 
Coalition 

FQHC 
Celebration/Organizational 
Overview 

Omaha 

08/11/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

08/12/2020 Doves Domestic Violence Virtual UnitedHealthcare 
Organizational Overview 

Scottsbluff 

08/17/2020 Heartland Family Service -Rapid 
Rehousing  

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

08/18/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

08/18/2020 Heartland Family Service -Supportive 
Services 

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

08/21/2020 Head Start Virtual UnitedHealthcare 
Organizational Overview 

Grand Island 

08/20/2020 North Platte Interagency Virtual UnitedHealthcare 
Organizational Overview 

North Platte 

08/24/2020 Heartland Family Service-Homeless 
Prevention/Diversion 

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

08/25/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

08/26/2020 Heartland Family Service -in home 
services  

Virtual UnitedHealthcare 
Organizational Overview 

Omaha 
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Event Date Hosting Organization Event Name Event Location 

08/26/2020 Nebraska Public Health Assoc Nebraska Public Health 
Conference - Housing 
presentation 

Virtual 

09/01/2020 DHHS Division of Children and Family 
Services  

Value Added Education-On 
My Way 

Lincoln  

09/03/2020 Lift Up Sarpy County  Virtual UnitedHealthcare 
Organizational Overview 

Gretna 

09/03/2020 Panhandle Continuum of Care Virtual UnitedHealthcare 
Organizational Overview 

Scottsbluff 

09/03/2020 Buffalo County Interagency Meeting Virtual UnitedHealthcare 
Organizational Overview 

Kearney 

09/08/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

09/14/2020 Latino Center of the Midlands Drive Thru Food Pantry- 
KROC Center 

Omaha 

09/14/2020 Together Omaha  Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

09/15/2020 Western Community Health Resources Virtual UnitedHealthcare 
Organizational Overview 

Chadron 

09/16/2020 Western Community Health Resources Virtual UnitedHealthcare 
Organizational Overview 

Chadron 

09/18/2020 Munroe Meyer Institute Community Advisory Board 
Meeting 

Omaha 

09/18/2020 Heartland Workforce Solutions  Virtual UnitedHealthcare 
Organizational Overview 

Omaha 

09/18/2020 Proteus, Inc. Virtual UnitedHealthcare 
Organizational Overview 

Statewide 

09/21/2020 Latino Center of the Midlands Drive Thru Food Pantry- 
KROC Center 

Omaha 

09/22/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

09/22/2020 Fremont Family Coalition  Virtual United Healthcare 
Organizational Overview 

Fremont 

09/23/2020 Center for Siouxland Virtual UnitedHealthcare 
Organizational Overview 

Sioux City 

09/29/2020 Community Action Partnership Mid-
NE 

Virtual UnitedHealthcare 
Organizational Overview 

Kearney 

10/05/2020 Heart Ministry Center Informational Booth Omaha 

10/09/2020 Project Homeless Connect   Project Homeless Connect Norfolk 

10/10/2020 Latino Center of the Midlands Drive Thru Food Pantry- 
KROC Center 

Omaha 

10/13/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

10/21/2020 Grand Island Interagency Virtual UnitedHealthcare 
Organizational Overview 

Grand Island 

10/23/2020 Lincoln Homeless Coalition  Virtual UnitedHealthcare 
Organizational Overview 

Lincoln 

10/27/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

11/03/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  
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Event Date Hosting Organization Event Name Event Location 

11/17/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

12/01/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

12/04/2020 Together Omaha  Drive thru Food Pantry Omaha 

12/07/2020 Life Choices Virtual UnitedHealthcare 
Organizational Overview 

Fremont 

12/16/2020 MACCH  Monthly Board Meeting  Omaha  

12/16/2020 Nebraska Respite Advisory Committee Bi-Monthly Meeting Chadron 

12/17/2020 Northfield Haven  Monthly Board Meeting  Scottsbluff 

12/18/2020 Dawson County Interagency Meeting Monthly meeting Lexington 

12/22/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

12/29/2020 Metro Area Continuum of Care for the 
Homeless  

Homeless Street Outreach  Omaha  

MACCH: Metro Area Continuum of Care for the Homeless; NE: Nebraska; WIC: Women, Infants, and Children; LIFE GEN: Leading 
Indigenous Future Existence 7th Generation; UNMC: University of Nebraska Medical Center; HIV/AIDS: human immunodeficiency 
virus/acquired immune deficiency syndrome; CHI: Catholic Health Initiatives; ESU: Educational Service Unit; MMI: Munroe Meyer 
Institute; DD: Developmental Disabilities; OHS: Omaha Healthy Start. 
 
 

 Initiative 5: Continue to foster trust and relationships with key vulnerable populations: 
o UHCCP continues its community engagement with organizations that advocate for the most vulnerable 

populations, such as individuals with special needs. This includes organizations such as ARC of Nebraska, 
Disabilities Rights, the National Alliance for the Mentally Ill (NAMI), the Metro Area Continuum of Care for the 
Homeless (MACCH), Munroe Meyer Institute Community Board, People First of Nebraska, Central 
Developmental Disabilities Advisory Council and others. We foster trust and relationships by hosting Lunch and 
Learns with key tribal community clinicians and supported providers, community-based organizations, faith-
based organizations, advocacy group and homeless shelters with COVID-19 needs, including hand sanitizer, 
masks, Personal Protection Equipment, oximeters, telephone minute cards for telehealth and more. The MCO 
has also built relationships with refugee coalition organizations and the Mexican Consulate to better support 
member populations. In 2020, 178 community events were hosted across the state of Nebraska, including 
health fairs, food pantry distribution, Native American community events, disability focused events, 
homelessness and housing support. 

o The MCO has developed a Housing+Health Model plus wraparound services pilot project. The goal of this project 
is to improve health outcomes and quality of life for chronically ill, homeless members by addressing their social 
determinants of health. The MCO partners with Together, Inc., which provides 10 housing units to members, 
rental cost subsidized by UHCCP until permanent housing subsidy is obtained by the individual and provided 
wraparound community services to individuals to help them live successfully and independently in the 
community. Together is a local, independent non-profit that was initially conceived in response to the tornado 
disaster, which struck the metropolitan area in 1975 and left hundreds of families homeless, hungry, and in 
great need. Together is currently in the 44th year of helping those in our community experiencing poverty 
and/or homelessness. The Together model includes a more streamlined and data-enhanced approach. Together 
case managers utilize tools to either rapidly re-house or keep a household in their home. These tools include 
case management, financial assistance, employment assistance, financial education assistance, navigation 
services, food, furniture, bus tickets, and identification.  
 

 Initiative 6: Continue the approach for community-based services planning: 
o Community-based services continue to stress the importance and ties to local organizations and members of the 

communities. In the community-based services plan, we have a tribal liaison who provides member education 
on benefit services and coordinating community events. 

o UHCCP was very active in 2020, connecting with community organizations across the state of Nebraska. In 2020, 
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the health plan hosted 178 events. 
o Coronavirus (COVID-19) is profoundly impacting the health of people around the world, as well as our global 

economies. The safety and health of the Nebraska citizens we serve, our team members, their families, our 
stakeholders, broader communities and the reliability of our health care systems consume our resources and 
focus. 

o Serving our Customers and Members 
 Accelerated payments to care providers to provide needed liquidity for the health care clinics. 
 Waived all cost sharing for COVID-19 diagnosis and treatment. 
 Provided unlimited telehealth visits at no costs. 
 Removed COVID-19 prior authorizations. 
 Expanded assistance for socially isolated members, coordinating access to medications, supplies, food, care, 

support programs and housing assistance. 
 Provided early refills, prolonged authorizations and increased home delivery options of medications to 

ensure no shortages. 
 Provided health systems, provider offices and community-based organizations , needing masks, gloves and 

hand sanitizer to help keep the health care workers healthy and safe during this time of crisis. 
 Deployed triage tools, including a symptom checker with the next best action recommendations for our 

members. The tools provide the most up-to-date information about prevention, coverage, care and support 
needed to rapidly assess symptoms, schedule telehealth visits, talk with a nurse, refill or scheduling home 
delivery for prescriptions and emotional support 24 hours a day. 

 Assessed the needs of high-risk members. The high-risk members included those with COVID-19 positive 
test, or at risk for developing COVID-19 

 Staff members volunteered to make children-sized masks for a local Federally Qualified Health Center. 
 Deployed home-monitoring devices to provider offices, to assess members that were homebound. 
 Offered cellphone minute cards for providers to give to members utilizing behavioral health telemedicine. 
 Awarded $1 million in an Empowering Health grant to four organizations: 
 Together, Inc. received $355K to increase capacity in the Choice Food Pantry by supporting the purchase of a 

large walk-in freezer, food (including to meet the increased demand due to the COVID-19 pandemic) and 
capacity building to maintain staffing levels, outreach efforts, drive-up food distribution and nutritional 
education. 

 Saving Grace Perishable Food Rescue received $300K to purchase a refrigerated truck and a van, hire a field 
manager and support capacity-building initiatives. 

 Behavioral Health Education Center of Nebraska at the University of Nebraska Medical Center, statewide – 
received $250K to support the Ambassador Program and the Nebraska Health Education Partnership to 
develop a pipeline of students going into behavioral health careers. The state of Nebraska has a shortage of 
behavioral health professionals. 

 Visiting Nurses Association (VNA) received $95K to help the VNA Shelter Nursing Program establish a stop-
gap procedure to fill behavioral health prescriptions for shelter clients who are receiving direct services from 
VNA nurses in local homeless and domestic violence shelters. 

 Distributed blankets to the Omaha Street Outreach team that support homeless individuals living outside. 
 Connected all members in our Housing + Health program with reliable food and medical supplies. Housing + 

Health serves our most socially and medically complex members facing homelessness. 
 Donated computer tablets to the Omaha Housing Authority to assist members with community resources 
 Provided Personal Care Services for our Dual Special Needs Plan members. 
 Delivered healthy food boxes to high-risk members that faced food insecurity and unable to access 

community resources. 
 Delivered baby formula to members with infants through a partnership with Enfamil and Simliac 
 Distributed hand sanitizer and masks to health systems, Federally Qualified Health Centers, Youth 

Emergency Services, homeless shelters, tribal clinics and provider offices. 
 Supported our Dual Special Needs Plan members who discharged home from the hospital for any medical 

reason with a telephone outreach by a virtual nurse. 
 Partnered with suicide prevention coalitions and organizations on awareness efforts including mental health 

first aid training for signs of suicide with the tribal clinics. 
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 Provided our members with chronically ill (SSBCI) conditions such as cancer, congestive health failure, 
diabetes, end stage renal disease, HIV/AIDS, stroke, neurological disorders, cardiovascular disorders and 
chronic lung disease with an enhanced COVID-19 food card. The member received a $75 food card for Oct., 
Nov. and Dec. 2020. 

 Over 42,000 Dual Special Needs Plan members received a COVID-19 Member Support Kit. The COVID-19 
Member Support Kit included items such as Hand Sanitizer, Hand Lotion, Sanitizer Wipes, Travel tissues, 
Hand Soap, Digital Thermometer, Gloves, Face Shield and Oximeter.  These items offer a combination of 
preventative measures to ensure members can avoid infection from the virus as well as items to identify 
potential infection risk and alert members to seek our medical care. 

 Provided a $15 member incentive for those that completed a flu vaccination in 2020. 
 The IHSS Care Management staff completed the following outreaches to members. 
 
 

Summary COVID-19 Member Outreaches 
Total Population - as of May 1 Enrollment File (834 File)  

Rate 
Group 

Total 
Membership 

At Risk 
Members 

At Risk 
Members as 
a % of Total 
Membership 

Total At Risk 
Members 

contact was 
attempted 

% Of At Risk 
Members 

contact was 
attempted 

Total At 
Risk 

Members 
contacted 

successfully 

% Of At Risk 
Members 
contacted 

successfully 

Total 
COVID-19 
Screeners 
Complete

d 

599P 184 14 7.6% 14 100% 14 100% 14 

AABD 5,660 1227 21.7% 1130 92.1% 844 74.7% 844 

CHIP 11,483 63 0.5% 62 98.4% 61 98.4% 61 

DUAL 7,832 1117 14.2% 984 88.1% 681 69.2% 681 

FAM 46,751 819 1.8% 806 98.4% 740 91.8% 740 

KB 13 13 100% 13 100% 13 100% 13 

LTS1 1,846 68 3.7% 60 88.2% 32 53.3% 32 

LTS2 226 23 10.2% 17 73.9% 6 35.3% 6 

LTS3 2,848 906 31.8% 803 88.6% 501 62.4% 501 

LTS4 1,664 436 26.2% 395 90.1% 275 69.6% 275 

RMA 32 31 96.9% 28 90.3% 9 32.1% 9 

WARD 3,238 73 2.3% 72 98.6% 62 86.1% 62 

WWC 45 12 26.7% 10 83.3% 6 60.0% 6 

Total 81,822 4802 5.9% 4394 91.5% 3244 73.8% 3244 

* * Outreach data as of 06/23/2020. Total count may increase as more members are identified to receive COVID-19 screening. 
** The Nebraska Medicaid Market covers the LTSS membership, but the Home & Community-Based Services are not carved in. 

Data Source: IHSS COVID-19 Master Spreadsheet; Data current through 06/23/2020. 
 

 
TOTAL OUTREACHES: 7,688 

 
Activities Documented in CommunityCare 

Rate Group Total Activities Completed 
Total Successful Activities 

Completed 
% of Successful Activities 

Completed 

599P 16 16 100% 

AABD 2689 1483 55.2% 

CHIP 85 78 91.8% 

DUAL 2458 1140 46.4% 

FAM 1312 1016 77.4% 

KB 16 16 100% 

LTS1 103 49 47.6% 

LTS2 21 9 42.9% 

LTS3 1978 868 43.9% 
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LTS4 927 469 50.6% 

RMA 39 34 87.2% 

WARD 132 114 86.4% 

WWC 22 13 59.1% 

Total 9798 5305 54.1% 
Data Source: Orbit Report inclusive of 06/23/20 data based on Activity Type: Basic Needs Disaster Relief Support 
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Completed COVID-19 Responses for Members Successfully Outreached 
Members who report they do not have 2 weeks of food 211/3196 6.6% 

Members who report they do not have 2 weeks of medication 96/3196 3.0% 

Members who report they do not have 2 weeks of cell phone minutes 31/3196 1.0% 

Members who report they do not have friends or family who can assist them 
with needs 

158/3196     4.9% 

Members who do not have a back-up plan if current caregivers are unable to 
provide services 

81/3196 2.5% 

Members who report they are staying home majority of the time   3157/3196 98.8% 

 
 

Dialysis Centers  
Total Number of Dialysis Clinics Outreached 36/36 100% 

Total Number of Dialysis Clinics Successfully Outreached 36/36 100% 

 
 

Data for Dialysis Clinics in Response to COVID-19 Precautions 

Has the facility had to change members’ regularly scheduled appointment times? 3/33 9.1% 

Are they screening members for COVID-19 symptoms? 33/33 100% 

Is clinic equipped to provide dialysis members with COVID-19 symptoms? Answered no. 6/33 18.2% 

Does your facility provide transportation for members? 2/33 6.1% 

Do you have a separate room for members with confirmed COVID-19 or having 
symptoms? Answered No. 

10/33 30.3% 

Are alternatives offered (i.e. At-Home Dialysis, Telehealth)? Answered No. 14/33 42.4% 

 
 

Nursing Facilities 
Total Number of Nursing Facilities Outreached 161/161 100% 

Total Number of Nursing Facilities Successfully Outreached 154/161 95.7% 

 
 

Data for Nursing Facilities in Response to COVID-19 Precautions 

Facility has at least 2 weeks of food on hand? 154/154 100.0% 

Facility able to ensure members have 2 weeks of all needed medications? 154/154 100.0% 

Does any member in your facility have any unmet DME, Oxygen, Medical needs?  154/154 100.0% 

All Members in Facility have Advance Directives  153/153 100.0% 

Are External Providers able to come to facility and provide services (OT, PT, 
Speech, etc.) 

 141/154 91.6% 

In Facility Quarantine as preventative measures? 78/154 50.6% 
 

 
o Enlisting Our Resources to Serve Others 

 Selected by Health and Human Services to assist in the processing and distributing $100 billion CARES Act 
funding to care delivery providers. 

 Joined forces with Microsoft to launch ProtectWell™, an innovative return-to-workplace protocol that 
enables employers to bring employees back to the workplace in a safer environment. 

 Developed and tested a new FDA approved self-administered COVID-19 Swab protocol that has led to 
meaningful improved testing efficiency, safety and protection of health care workers, and reduced 
consumption of personal protection equipment. 

 Published a retrospective study with Yale School of Medicine that showed the use of ACE inhibitors was 
associated with an almost 40% lower risk of COVID-19 hospitalization for Medicare Advantage patients. To 
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validate the finding, we launched a large-scale clinical research trial to examine the potential role of ACE 
inhibitors in preventing sever consequences of COVID-19 

 Opened free access to our mental health mobile app and 24/7 emotional support phone lines to help all 
Americans cope with the mental health impacts during the COVID-19 pandemic. 

 

 Initiative 7: Member Advisory Committee (national and local): 
UnitedHealthcare National Advisory Board serves as an independent advisory council to provide input to 
UnitedHealthcare in actively engaging members, providers, advocacy groups and other key stakeholders in the 
design and delivery system that supports individuals with special health care needs. The National Advisory Board 
makes recommendations, develops and champions innovations, and advises on member engagement strategies that 
support clinical approaches. The Board is composed of leading experts and aging and disability advocates, as well as 
a health plan member, and family members of individuals with special health care needs. To improve the way the 
health plan delivers services, the Board’s initiatives have been incorporated into health plan actions, including 
disability training initiatives; cultural competency training and clinical training on elder abuse, elder care, and 
neglect. 

 
The goals of the National Advisory Board are to: 
o cultivate a consumer-centered culture, 
o advance awareness and knowledge of individuals served, 
o identify emerging trends or policy issue, 
o create a pathway to enable policy advancements, and 
o develop and recommend innovations for populations with special health care needs. 

 
National Advisory Board initiatives include: 
o addressing elder abuse, 
o maximizing stakeholder engagement, 
o delivering quality in long-term services and supports (LTSS) and serving intellectually disabled/developmentally 

disabled (ID/DD) members, 
o addressing challenges faced by direct service workers and family caregivers, and 
o creating a culture of access. 

 
In 2020, the health plan shared the following information and presentations at the quarterly Member Advisory 
Committee meetings: 
o COVID-19 Customer and Member Supports; 
o UHCCP’s value-added services; 
o Pharmacy benefits; 
o Community outreach; 
o Consumer Assessment of Healthcare Providers and Systems (CAHPS®); 
o Population Health; 
o Medicaid Expansion; 
o Improving the Member Experience; 
o Dual special needs plan’s supplemental benefits; 
o transition of the non-emergent medical transportation; and 
o review of member materials, website and brochures. 

 
The following Member Advisory Committee recommendations were implemented in 2020.  
o Updated non-emergent medical transportation information 
o Added new benefit information on Heritage Health Adult benefits and services 
o Added information on Basic and Prime Tier benefits differences  
o Added information on the required completion of the Health Risk Screening 
o Updated information to obtain interpreter services 
o Added information on member renewal of Medicaid benefit to Access Nebraska 
o Added language on prior authorization needed for key benefit services 
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o Updated language for Chiropractic Care 
o Updated information on value-added services 

 

 Digital communications and campaigns, including: 
o developed email and text campaigns to promote use of digital tools with member education materials. 

 

 Member initiatives, including: 
o reviewed the member materials, including the handbook, website, and brochures, and asked for feedback.  

 

 Community-based organization and advocacy group engagement: 
o added a number of new community resources to Healthify. 

 
UHCCP is fully committed to supporting the objectives of the Nebraska Heritage Health Program to reduce racial and 
ethnic health disparities. The MCO assesses the cultural, ethnic, racial, and linguistic composition of the network against 
the needs and preferences of enrollees and adjusts the availability of practitioners in the network, as necessary. The 
MCO performs analysis on accessibility to tribal providers to ensure Native American members have direct access to 
tribal providers. These assessments help drive the disparities action plan the MCO has developed to address disparities, 
which includes outreach and committee activities, in addition to clinical interventions to promote gap closure in a 
culturally sensitive manner. The MCO has also launched additional initiatives for particularly vulnerable populations, 
such as foster children and homeless members, to provide resources with the goal of improving health outcomes for 
these members. 

Healthy Blue 
Throughout the course of 2020, Healthy Blue undertook several community initiatives aimed at addressing healthcare 
disparities among its membership; this information was provided by the MCO. 

Whispering Roots Partnerships 
Healthy Blue/Healthy Blue NE partnered with Whispering Roots to identify food insecure areas in Omaha, NE to provide 
additional fruits and vegetables and additional accesses points including our South Omaha Healthy Blue Welcome Room.  

 Omaha  
Partnership with Charles Drew (FQHC)  
Food Provided by Whispering Roots and Local Farmer  
135 Total Households  
25 Members Identified 
 

 Omaha  
Partnership with Charles Drew (FQHC)  
Food Provided by Whispering Roots and Local Farmer  
240 Total Households  
63 Members Identified 
 

 South Omaha, Nebraska  
Healthy Blue Welcome Room 
Promotional Partnership with OneWorld (FQHC)  
Food Provided by Whispering Roots and Local Farmer  
235 Total Households  
60 Members Identified 

Independent Grocers Association Partnership 
Healthy Blue/Healthy Blue NE partnered with the Independent Grocers Association to identify food insecure 
communities across the state that currently had limited resources available for residents experiencing hunger. Our food 
distribution were held at local grocery stores or our Healthy Blue Welcome Rooms. We then collaborated with local 
community based organizations to pre-register members of the community in need for a contactless food distribution. 
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In addition to enough healthy food and produce to feed a family of four for a week, participants also received Healthy 
Blue NE reusable grocery bags. 

 Kearney, Nebraska 
Healthy Blue Welcome Room 
Partnership with Grocers Association  
128 Total Households  
104 Members Identified 
 

 Scottsbluff, Nebraska 
Healthy Blue Welcome Room 
Partnership with Grocers Association  
100 Total Households  
18 Members Identified 
 

 Superior, Nebraska  
Partnership with Grocers Association  
100 Total Households  
14 Members Identified  
 

 Madison, Nebraska  
Partnership with Grocers Association  
100 Total Households  
25 Members Identified 
 

 Norfolk, Nebraska  
Healthy Blue Welcome Room 
Partnership with Sixpence, The Zone & The Well  
Food Provided by Local Grocer and Local Farmer  
100 Total Households  
49 Members Identified 

No More Empty Pots Partnership Operation Gratitude  
Healthy Blue/Healthy Blue NE partnered with Nebraska Impact, the Y (South Sioux City), Nebraska Emergency 
Management Agency, and No More Empty Pots to 500 boxes of food for individuals of the South Sioux City area. Each 
box had a local farm raised chicken, sweet potatoes, white potatoes, local spinach or kale, fresh rosemary bundles, 
cinnamon stick bundles, local apples from Iowa, carrots, squash (butternut or delicate), garlic bulbs, yellow onions - 17 
to 22 lbs., depending on the size of the chicken. The chickens were sourced from four different local farmers.  
 
Collaborative Baby Showers 

 Sarpy County—Collaboration with ENCAP and Lift Up Sarpy County. This was a virtual baby shower via zoom for 
expectant mothers and young parents ages 14-25 with children 24 months of age or younger. There were a total of 
47 attendees including 7 identified Healthy Blue members. Healthy Blue/Healthy Blue NE presented on plan 
benefits specific to pregnant moms and babies. Additional education on toilet training and maternal/child well-
being including post-partum depression was offered by other community partners.   

 Lancaster County—Collaboration with WIC Family Services. This was a virtual baby shower via zoom where mothers 
received important education for babies and were matched with a Family Services Peer Counselor if interested. 
Healthy Blue/Healthy Blue NE presented on Healthy Blue plan benefits specific to pregnant moms and babies. There 
were a total of 15 attendees and 5 identified Healthy Blue members. 

 Statewide—Collaboration with Nebraska Children’s Home Society. This was a virtual statewide baby shower for 
moms and dad including foster parents participated. Presentations from NCHS on the early months of your baby's 
life including important information for baby’s skill building and brain development. Healthy Blue presented on plan 
benefits specific to pregnant moms and babies. 
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Investments with Community Based Organizations 
Healthy Blue made financial investments with locally based organizations addressing the social determinants of health. 
Thirteen organizations across the state received a financial contribution to sustain critical programming. These include 
nine (9) Community Action Partnerships whose services focus on developing financial stability, food and housing security 
as well as programming that promotes early child development. Additionally, Healthy Blue/Healthy Blue contributed to 
RISE to support staff and data of justice involved individuals set for re-entry; Mary Lanning- Healthy Beginnings program 
designed to provide help and encouragement for parents and families through licensed nurse supporting the families; 
Omaha Healthy Kids Alliance designed to provide help to children with asthma through Project AIR (Asthma In-home 
Response) helps reduce in-home hazards for children with asthma; Whispering Roots to provide nutritious food, hands-
on learning, and career pathways that cultivate healthy communities; and No More Empty Pots to support access to 
local healthy foods, training, jobs and entrepreneurship opportunities. 

Fan Distribution 
Healthy Blue donated fans to organizations in Nebraska to help people in need during the extreme heat.  Organizations 
that received fans included: 

 Mid-Nebraska Community Action 

 Kearney Housing Authority  

 Two Rivers Public Health  

 Lakota Lutheran Center  

 Meals on Wheels  

 ResCare  

 Northwest Community Action Partnership  

 Community Action Partnership of Western NE  

 Together Omaha  

 Heart Ministry  

 Heartland Hope Mission  

 YES (Youth Emergency Services  

 Refugee Empowerment Center  

 Intercultural Senior Center  

 Eastern NE Community Action  

 Fremont Family Coalition  

 Mid-Nebraska Community Action 

 Kearney Housing Authority  

 Two Rivers Public Health  

 Lakota Lutheran Center  

 Meals on Wheels  

 ResCare  

 Northwest Community Action Partnership  

 Community Action Partnership of Western NE  

 Together Omaha  

 Heart Ministry  

 Heartland Hope Mission  

 YES (Youth Emergency Services  

 Refugee Empowerment Center  

 Intercultural Senior Center  

 Eastern NE Community Action  

 Fremont Family Coalition  
  



 

Annual External Quality Review Aggregate Technical Report Page 96 of 118 

Youth Voice 
The Teen Outreach Program is an after school club. This program is provided at no cost to youth once per week after 
school. Youth participate in lessons geared toward preventing teen pregnancy as well as reducing school dropout 
behavior.  During the after-school club, the youth plan, organize, and hold a community service learning project.  Youth 
Voices meet in the Scottsbluff Welcome Room to talk about Healthy Living. Healthy Blue team assisted Youth Voices 
staff with making healthy fruit smoothies and educating about calorie intake. They also compared calories and dollars of 
the fruit smoothies they made vs. coffee house ones that can be purchased.  
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Assessment of MCO Follow-up on Prior Recommendations 

MCO Response to Reporting Year 2020 EQR Recommendations  
Federal EQR regulations for EQR results and detailed technical reports at §438.364 require that the EQR include in each 
annual report an assessment of the degree to which each MCE has addressed the recommendations for quality 
improvement made in the prior EQR technical report. The following section provides an assessment as to the degree to 
which the MCEs effectively addressed the improvement recommendations made by IPRO during the previous year. 
Table 32 provides an assessment of MCNA’s response to prior year recommendations. Table 33 provides an assessment 
of NTC’s response to prior year recommendations. Table 34 provides an assessment of UHCCP’s responses to prior year 
recommendations. Table 35 provides an assessment of Healthy Blue’s response to prior year recommendations. 

MCNA 

Table 32: Assessment of MCNA’s Response to Prior Year Recommendations 
Domain IPRO Recommendation for RY 2020 DBPM Response to Prior Year Recommendations 

Quality Include functional buttons on their website that 
members can click to increase/decrease font easily, 
without having to utilize device/platform-specific 
keyboard shortcuts. The DBPM should also 
implement a website function for members to 
initiate bi-directional communication, either as live 
chat or as an in-browser message/email section. 

MCNA has not implemented bi-directional chat 
but has implemented secure messaging via a 
dedicated Nebraska inbox. 

Quality Provide the new member handbook, including the 
requirement that members can request reports of 
transactions between the DBPM and the state in 
the next review cycle, upon MLTC approval. 

This has been added to our member handbook. 

Quality Ensure that all care management activities are 
summarized and evaluated in the DBPM’s QI 
Program evaluation. 

This change has been integrated and was 
evidenced in the 2019 QI Program Evaluation. This 
was notated as fully compliant by IPRO in their 
March 2020 report. 

Quality Explore alternate modes of provider satisfaction 
survey distribution in order to reach more 
practitioners and limit the inherent bias associated 
with in-person survey methodology following a site 
visit. 

The most recent review conducted by IPRO 
finalized March 2020, indicates MCNA received 
full compliance for provider satisfaction surveys. 
No additional changes are planned at this time. 

Quality Utilize the dental CAHPS survey or a methodology 
that is consistent with this survey instrument in 
order to adequately assess the quality and 
appropriateness of care for members. 

MCNA has contracted with DataStat, a certified 
CAHPS survey vendor, to conduct a survey of 2020 
member satisfaction. This will be completed 
during the first two quarters of 2021.  

Quality Align their survey process with CAHPS to ensure a 
statistically valid random sample is utilized and that 
responses are anonymous. Further, the DBPM 
should engage a vendor to distribute the survey 
and collect responses.    

MCNA has contracted with DataStat, a certified 
CAHPS survey vendor, to conduct a survey of 2020 
member satisfaction. This will be completed 
during the first two quarters of 2021. 

Quality  In order to be consistent with CAHPS methodology, 
should ensure a statistically random sample is 
drawn, based on members who have had a dental 
visit with an MCNA provider.   

MCNA has contracted with DataStat, a certified 
CAHPS survey vendor, to conduct a survey of 2020 
member satisfaction. This will be completed 
during the first two quarters of 2021. 

Quality In order to ensure survey results are valid and 
reliable, utilize CAHPS or CAHPS-like methodology, 
and results should be stratified by county and 
include an overall statewide average. 

MCNA has contracted with DataStat, a certified 
CAHPS survey vendor, to conduct a survey of 2020 
member satisfaction. This will be completed 
during the first two quarters of 2021. 
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Domain IPRO Recommendation for RY 2020 DBPM Response to Prior Year Recommendations 

Quality Evaluate their survey methodology and ensure it 
aligns with CAHPS. The DBPM should have a 
procedure in place that outlines how they will 
evaluate survey results to ensure appropriate 
statistical analysis is employed in order to target 
improvement efforts. 

MCNA has contracted with DataStat, a certified 
CAHPS survey vendor, to conduct a survey of 2020 
member satisfaction. This will be completed 
during the first two quarters of 2021. 

Timeliness Review appeals policies and procedures for 
timeliness with staff to ensure that all standard 
appeals received are acknowledged within 10 
calendar days of receipt. 

MCNA has completed staff training for timeliness 
of appeals. 

RY: reporting year; MCNA: Managed Care of North America; DBPM: dental benefits program manager; MTLC: Division of Medicaid 
and Long-Term Care; QI: Quality Improvement; CAHPS: Consumer Assessment of Healthcare Providers and Systems. 

Nebraska Total Care 

Table 33: Assessment of NTC’s Response to Prior Year Recommendations 
Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

Quality Continue targeting PIP interventions towards 
susceptible subpopulations while focusing on the 
rates for follow-up after ED visit for MHI, 
identifying barriers and corresponding 
interventions, as appropriate. 

Nebraska Total Care continues to focus on the 
follow up after ED for MHI by addressing member 
and provider barriers.   

Quality Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid HMO average. 

The MCO reported rates below the national 
Medicaid HMO averages for: 

 Chlamydia Screening in Women 
o Targeted Chlamydia email campaign sent 

month prior to members date of birth.  
Email provides education on the need for 
screening and encourages member to 
make appointment.  

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs such as 
chlamydia screening. 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete screening.       

 Immunizations for Adolescents – Combo 2  
o Targeted immunization email campaign 

sent month prior to member’s date of 
birth.  Email provides education on the 
need for immunizations and encourages 
member/guardian to make appointment.  

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs. 

o Targeted telephone predictive messaging 
sent every other month to members who 
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

are noncompliant in completing needed 
immunizations.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete HPV 
immunization.      

 Breast Cancer Screening  
o Targeted Breast Cancer Screening email 

campaign sent month prior to members 
date of birth.  Email provides education on 
the need for screening and encourages 
member to make appointment. 

o Targeted telephone predictive messaging 
sent twice a year to members who are 
noncompliant in completing the breast 
cancer screening.    

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs such as 
mammogram screening. 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for completing 
mammogram.  

 Antidepressant Medication Management – 
Effective Continuation Phase 
o Targeted email campaign sent quarterly to 

members.  Email provides education on 
the need for continued medication, 
member rewards (2020 only), side effects 
and focus on continuing meds during the 
holidays.  

o Targeted telephone predictive messaging 
sent three times a year to members who 
are noncompliant with continuous 
medication adherence.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for continuing to take 
antidepressant medications.  

 Metabolic Monitoring for Children and 
Adolescents on Antipsychotics 
o Provider education within the Behavioral 

Health Advisory Committee on the need 
for metabolic monitoring.  

o Clinical Practice Guidelines on Nebraska 
Total Care website 

o HEDIS Quick Reference Guide on website 
addressing measure.   
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

 Appropriate Testing for Children with 
Pharyngitis 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
o Review of current plan rates during Value 

Based meetings with large provider groups   

 Use of Opioids at High Dosage 

 Use of Opioids from Multiple Providers- 
Multiple Prescribers and Multiple Pharmacies 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
Review of current plan rates with deep dive to 
determine opportunity for restricted services. 

Quality Conduct a pre-delegation evaluation for any new 
subcontractor providing member-facing services, 
regardless of NCQA requirement. 

A pre-delegation assessment was completed by 
Corporate Security.  This pre-delegation 
assessment will be considered as part of next 
year’s compliance review. 

Quality Include language in the member handbook that a 
member can request reports provided to MLTC. 
 

The member handbook, pages 60 and 61, explains 
members’ disenrollment rights and how to 
disenroll.  Additionally, NTC added the required 
timeframe into the pertinent policies. 

Quality Specify the timeliness requirement to explain to a 
member their disenrollment rights in the MCO’s 
policies and procedures. 

 The member handbook, pages 60 and 61, explains 
members’ disenrollment rights and how to 
disenroll.  Additionally, NTC added the required 
timeframe into the pertinent policies. 

Quality Modify the QAPI Program Description, Quality 
Program Annual Evaluation, and Work Plan to make 
reference to the Corporate Compliance Committee 
and their direct quarterly reporting to the QAPIC. 

Appropriate language added to the QAPI Program 
Description, Quality Program Annual Evaluation, 
and Work Plan to more accurately reflect the 
reporting from Corporate Compliance Committee 
into QAPIC. 

Quality Include the address for each member on the 
Member Advisory Committee in the MAC 
semiannual report. 

Nebraska Total Care is now collecting the required 
information and will be included in the MLTC 
reports moving forward. 

Quality Include language in the UM Program Description 
pertaining to having a process for providing 
prescribers with members’ drug utilization data from 
MLTC and the Nebraska DUR board to inform 
prescribing activity. 

Pertinent language addressing the process for 
providing prescribers with drug utilization data has 
been added to the MCO’s UM Program 
Description. 
 

Timeliness Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid HMO average. 

The MCO reported rates below the national 
Medicaid HMO averages for: 

 Chlamydia Screening in Women 
o Targeted Chlamydia email campaign sent 

month prior to members date of birth.  
Email provides education on the need for 
screening and encourages member to 
make appointment.  
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs such as 
chlamydia screening. 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete screening.       

 Immunizations for Adolescents – Combo 2  
o Targeted immunization email campaign 

sent month prior to member’s date of 
birth.  Email provides education on the 
need for immunizations and encourages 
member/guardian to make appointment.  

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs. 

o Targeted telephone predictive messaging 
sent every other month to members who 
are noncompliant in completing needed 
immunizations.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete HPV 
immunization.      

 Breast Cancer Screening  
o Targeted Breast Cancer Screening email 

campaign sent month prior to members 
date of birth.  Email provides education on 
the need for screening and encourages 
member to make appointment. 

o Targeted telephone predictive messaging 
sent twice a year to members who are 
noncompliant in completing the breast 
cancer screening.    

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs such as 
mammogram screening. 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for completing 
mammogram.  

 Antidepressant Medication Management – 
Effective Continuation Phase 
o Targeted email campaign sent quarterly to 

members.  Email provides education on 
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

the need for continued medication, 
member rewards (2020 only), side effects 
and focus on continuing meds during the 
holidays.  

o Targeted telephone predictive messaging 
sent three times a year to members who 
are noncompliant with continuous 
medication adherence.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for continuing to take 
antidepressant medications.  

 Metabolic Monitoring for Children and 
Adolescents on Antipsychotics 
o Provider education within the Behavioral 

Health Advisory Committee on the need 
for metabolic monitoring.  

o Clinical Practice Guidelines on Nebraska 
Total Care website 

o HEDIS Quick Reference Guide on website 
addressing measure.   

 Appropriate Testing for Children with 
Pharyngitis 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
o Review of current plan rates during Value 

Based meetings with large provider groups   

 Use of Opioids at High Dosage 

 Use of Opioids from Multiple Providers- 
Multiple Prescribers and Multiple Pharmacies 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
Review of current plan rates with deep dive to 
determine opportunity for restricted services.    

Access  Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid HMO average. 

The MCO reported rates below the national 
Medicaid HMO averages for: 

 Chlamydia Screening in Women 
o Targeted Chlamydia email campaign sent 

month prior to members date of birth.  
Email provides education on the need for 
screening and encourages member to 
make appointment.  

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder based 
on member specific needs such as 
chlamydia screening. 
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete screening.       

 Immunizations for Adolescents – Combo 2  
o Targeted immunization email campaign 

sent month prior to member’s date of 
birth.  Email provides education on the 
need for immunizations and encourages 
member/guardian to make appointment.  

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder 
based on member specific needs. 

o Targeted telephone predictive messaging 
sent every other month to members who 
are noncompliant in completing needed 
immunizations.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive to complete HPV 
immunization.      

 Breast Cancer Screening  
o Targeted Breast Cancer Screening email 

campaign sent month prior to members 
date of birth.  Email provides education on 
the need for screening and encourages 
member to make appointment. 

o Targeted telephone predictive messaging 
sent twice a year to members who are 
noncompliant in completing the breast 
cancer screening.    

o Member Services care gap reminder to 
encourage members to schedule 
appointment for screening.  

o Member Portal has pop up reminder 
based on member specific needs such as 
mammogram screening. 

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for completing 
mammogram.  

 Antidepressant Medication Management – 
Effective Continuation Phase 
o Targeted email campaign sent quarterly to 

members.  Email provides education on 
the need for continued medication, 
member rewards (2020 only), side effects 
and focus on continuing meds during the 
holidays.  

o Targeted telephone predictive messaging 
sent three times a year to members who 
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Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations 

are noncompliant with continuous 
medication adherence.    

o Case Management addresses care gaps 
with members during outreach. 

o Member incentive for continuing to take 
antidepressant medications.  

 Metabolic Monitoring for Children and 
Adolescents on Antipsychotics 
o Provider education within the Behavioral 

Health Advisory Committee on the need 
for metabolic monitoring.  

o Clinical Practice Guidelines on Nebraska 
Total Care website 

o HEDIS Quick Reference Guide on website 
addressing measure.   

 Appropriate Testing for Children with 
Pharyngitis 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
o Review of current plan rates during Value 

Based meetings with large provider groups   

 Use of Opioids at High Dosage 

 Use of Opioids from Multiple Providers- 
Multiple Prescribers and Multiple Pharmacies 
o Clinical Practice Guidelines on Nebraska 

Total Care website 
o HEDIS Quick Reference Guide on website 

addressing measure 
Review of current plan rates with deep dive to 
determine opportunity for restricted services.    

NTC: Nebraska Total Care; RY: reporting year; PIP: performance improvement project; ED: emergency department; MHI: mental 
health illness; HEDIS: Healthcare Effectiveness Data and Information Set; HMO: health maintenance organization; HPV: human 
papillomavirus; NCQA: National Committee for Quality Assurance; MTLC: Division of Medicaid and Long-Term Care; QAPI: Quality 
Assessment and Performance Improvement; QAPIC: Quality Assessment and Performance Improvement Committee; MAC: Member 
Advisory Committee; UM: utilization management; DUR: Drug Use Review. 

UnitedHealthcare Community Plan 

Table 34: Assessment of UHCCP’s Response to Prior Year Recommendations 

Domain IPRO Recommendation for RY 2020 MCO Response to Prior Year Recommendations  

Quality Develop interventions to specifically 
target performance for those HEDIS 
measures that are at or below the 
national Medicaid health maintenance 
organization (HMO) average. 

UHCCP has in place a cross-functional intervention to 
address target performance for HEDIS measures that are 
at or below the national Medicaid Health Maintenance 
Organization (HMO) average. The Integrated Health and 
Social Service (IHSS) and Quality departments collaborated 
to identify members who were non-compliant with 
specific HEDIS measures for outreach, as well as 
continuously monitor HEDIS performance measures that 
were at or below the National Medicaid HMO average. 
 
UHCCP identified twenty, in-network providers and/or 
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clinics who indicated assistance in outreaching members 
non-compliant in specific HEDIS measures was warranted. 
UHCCP Clinical Practice Consultants (CPCs) collaborated 
with the providers and/or clinics, providing updated 
member HEDIS compliance data via the Patient Care 
Opportunity Report (PCOR). In addition, the IHSS care 
management team would conduct the scheduled 
outreaches to the provider and/or clinic membership that 
were non-compliant in specific HEDIS measures.  
 
The collaboration assured providers were aware of their 
non-compliant HEDIS membership and allowed providers 
to anticipate any influx on office and/or clinic resources 
(i.e. staffing and appointment availability).  By utilizing this 
approach, the IHSS care management team were able to 
assist with scheduling member appointments with their 
primary care physicians (PCP) to address their non-
compliant HEDIS measures. 
 
The IHSS care management team followed a strict 
standard operating procedure (SOP) outlining how 
member outreaches were to be conducted. The member 
outreaches were structured to educate the 
member/guardian on the importance of completing the 
non-compliant HEDIS measure, encourage them to 
schedule visits with their PCP to close the gaps on the 
identified non-compliant HEDIS measures and assisted the 
member in making the appointment and/or schedule 
transportation as needed. 
 
The IHSS care management team participated in a 90-
minute training event reviewing the SOP to ensure that 
the member outreach process was implemented in a 
uniform manner. 
 
All IHSS care management staff were assigned to one of 
the twenty identified in-network providers and/or clinics 
and completed 8 hours per week of outreach to members.  
 
The CPCs would do monthly follow up with the providers 
and/or clinics to ensure providers were receiving updates 
on the members outreached. 

Quality Submit the entire case file for each 
complaint requested. Each provided 
complaint file should contain a resolution 
notice or explanation of payment (EOP) to 
the provider. 

UHCCP has re-evaluated our process and has redesigned 
the workflow to ensure all documentation and 
communication related to provider grievances are entered 
into our escalation tracking system (ETS). The ETS system’s 
reporting capabilities ensures all complaints receive the 
appropriate provider correspondence and resolution 
letters. 
 
The grievance process has been modified to have two 
distinct processes. One process is exclusive to member 
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grievances and one is exclusive to provider grievances.  
This change will allow the staff to easily discern the exact 
requirements for each process. In addition, monthly 
reporting oversite has been incorporated into the health 
plan’s operational meeting with the Grievance and 
Appeals team.  The data is being reported in our Clinical 
Provider Advisory Committee (CPAC) and Quality 
Management Committee (QMC) meetings. 

Quality Include a process and procedures to 
address disparities in health care in the 
UM Program Description. 

UHCCP is constantly monitoring its membership 
demographics and measures to look for trends to ensure 
appropriate access and implement interventions as 
needed.  Language speaking to UHCCP’s process and 
procedure to address health disparities is added to the 
Utilization Management (UM) Program Description 
annually. The UM Program Description is reviewed 
annually through the Healthcare Quality and Utilization 
Management (HQUM) committee. 

Timeliness Develop interventions to specifically 
target performance for those HEDIS 
measures that are at or below the 
national Medicaid health maintenance 
organization (HMO) average. 

UHCCP has in place a cross-functional intervention to 
address target performance for HEDIS measures that are 
at or below the national Medicaid Health Maintenance 
Organization (HMO) average. The Integrated Health and 
Social Service (IHSS) and Quality departments collaborated 
to identify members who were non-compliant with 
specific HEDIS measures for outreach, as well as 
continuously monitor HEDIS performance measures that 
were at or below the National Medicaid HMO average. 
 
UHCCP identified twenty, in-network providers and/or 
clinics who indicated assistance in outreaching members 
non-compliant in specific HEDIS measures was warranted. 
UHCCP Clinical Practice Consultants (CPCs) collaborated 
with the providers and/or clinics, providing updated 
member HEDIS compliance data via the Patient Care 
Opportunity Report (PCOR). In addition, the IHSS care 
management team would conduct the scheduled 
outreaches to the provider and/or clinic membership that 
were non-compliant in specific HEDIS measures.  
 
The collaboration assured providers were aware of their 
non-compliant HEDIS membership and allowed providers 
to anticipate any influx on office and/or clinic resources 
(i.e. staffing and appointment availability).  By utilizing this 
approach, the IHSS care management team were able to 
assist with scheduling member appointments with their 
primary care physicians (PCP) to address their non-
compliant HEDIS measures. 
 
The IHSS care management team followed a strict 
standard operating procedure (SOP) outlining how 
member outreaches were to be conducted. The member 
outreaches were structured to educate the 
member/guardian on the importance of completing the 
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non-compliant HEDIS measure, encourage them to 
schedule visits with their PCP to close the gaps on the 
identified non-compliant HEDIS measures and assisted the 
member in making the appointment and/or schedule 
transportation as needed. 
 
The IHSS care management team participated in a 90-
minute training event reviewing the SOP to ensure that 
the member outreach process was implemented in a 
uniform manner. 
 
All IHSS care management staff were assigned to one of 
the twenty identified in-network providers and/or clinics 
and completed 8 hours per week of outreach to members.  
 
The CPCs would do monthly follow up with the providers 
and/or clinics to ensure providers were receiving updates 
on the members outreached. 

Access Develop interventions to specifically 
target performance for those HEDIS 
measures that are at or below the 
national Medicaid health maintenance 
organization (HMO) average. 

UHCCP has in place a cross-functional intervention to 
address target performance for HEDIS measures that are 
at or below the national Medicaid Health Maintenance 
Organization (HMO) average. The Integrated Health and 
Social Service (IHSS) and Quality departments collaborated 
to identify members who were non-compliant with 
specific HEDIS measures for outreach, as well as 
continuously monitor HEDIS performance measures that 
were at or below the National Medicaid HMO average. 
 
UHCCP identified twenty, in-network providers and/or 
clinics who indicated assistance in outreaching members 
non-compliant in specific HEDIS measures was warranted. 
UHCCP Clinical Practice Consultants (CPCs) collaborated 
with the providers and/or clinics, providing updated 
member HEDIS compliance data via the Patient Care 
Opportunity Report (PCOR). In addition, the IHSS care 
management team would conduct the scheduled 
outreaches to the provider and/or clinic membership that 
were non-compliant in specific HEDIS measures.  
 
The collaboration assured providers were aware of their 
non-compliant HEDIS membership and allowed providers 
to anticipate any influx on office and/or clinic resources 
(i.e. staffing and appointment availability).  By utilizing this 
approach, the IHSS care management team were able to 
assist with scheduling member appointments with their 
primary care physicians (PCP) to address their non-
compliant HEDIS measures. 
 
The IHSS care management team followed a strict 
standard operating procedure (SOP) outlining how 
member outreaches were to be conducted. The member 
outreaches were structured to educate the 
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member/guardian on the importance of completing the 
non-compliant HEDIS measure, encourage them to 
schedule visits with their PCP to close the gaps on the 
identified non-compliant HEDIS measures and assisted the 
member in making the appointment and/or schedule 
transportation as needed. 
 
The IHSS care management team participated in a 90-
minute training event reviewing the SOP to ensure that 
the member outreach process was implemented in a 
uniform manner. 
 
All IHSS care management staff were assigned to one of 
the twenty identified in-network providers and/or clinics 
and completed 8 hours per week of outreach to members.  
 
The CPCs would do monthly follow up with the providers 
and/or clinics to ensure providers were receiving updates 
on the members outreached. 

UHCCP: UnitedHealthcare Community Plan; RY: reporting year; MCO: managed care organization; HEDIS: Healthcare Effectiveness 
Data and Information Set; HMO: health maintenance organization. 
 

Healthy Blue 

Table 35: Assessment of Healthy Blue’s Response to Prior Year Recommendations 

Domain IPRO Recommendation for RY 2020 MCO response to prior year recommendations   

Quality Target members with an ED visit for MHI to ensure 
they receive appropriate follow-up, and continue 
exploring barriers that may impede follow-up and 
implement interventions, as the PIP continues into 
CY 2020. 

The MCO receives automatic biweekly ED 
Utilization Report from NEHIi. This report is used 
to identify recent ED utilization for members with 
a primary discharge diagnosis of a MHI or 
substance abuse disorder. Patient outreach staff 
make member phone calls to the identified 
members within 48 hours of receipt of the data. 
Members are asked about SDOHs and educated 
on care management services the Plan offers. 
Members are referred to appropriate 
services/resources and appointment scheduling 
assistance is offered. 

Quality Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid health 
maintenance organization (HMO) average. 

The Plan performed member call campaigns for 
members with a gap in a well-child visit, 
immunization or lead screening. Member 
guardians were screened for SDOHs, care 
management needs and appropriate referrals 
were made. Members were educated on the 
importance of these screenings and appointment 
scheduling assistance was offered. The Quality 
Practice Advisors meet with providers to discuss 
HEDIS performance and provide 
resources/education. A member texting campaign 
was also deployed for those with a lead screening 
gap. Pharmacy interventions are in place to assist 
with medication management for people with 
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asthma, depression and COPD.  All members 
identified as pregnant, receive an outreach from 
the care management team for education and 
offered care management program enrollment. 
Members with asthma, depression, COPD, 
diabetes, hypertension and depression are 
engaged within the care management program to 
include interventions such as condition specific 
education, on-demand coaching/support and 
member outreach as appropriate. 

Quality Ensure that all provider complaints are resolved 
within the MCO-defined timeframe; all files should 
contain a resolution notice or an EOP. 

Healthy Blue staff was retrained on timing and file 
documentation requirements. 

Quality Include all QPP measures in their QI Program 
Evaluation, and post this evaluation to their 
website. 

As follow-up to last year’s recommendation, 
Healthy Blue included QPP outcomes within the 
QAPI Program Evaluation updated the website. 

Quality Include a detailed meeting schedule in the Member 
Advisory Committee (MAC) Charter, so that 
members can plan accordingly. 

The 2020 MAC Charter has been provided. 

Quality Ensure both Title XIX (Medicaid) and Title XXI 
(CHIP) populations are surveyed and their results 
stratified. 

This has been completed. 

Quality Include language pertaining to ensuring network 
providers prescribe pharmaceuticals in accordance 
with the policies and instructions provided by MLTC 
and reflected MLTC’s PDL and other state 
publications. 

This is in the UM Program Description, page 28. 

Quality Include language pertaining to having a process for 
providing prescribers with members’ drug 
utilization data from MLTC and the Nebraska DUR 
Board to inform prescribing activity. 

This is in the UM Program Description, page 28. 

Quality Incorporate the required language related to 
disparities in healthcare in the Utilization 
Management (UM) Program Description, and 
create policies and procedures to address 
disparities in healthcare. 

This is in the UM Program Description. 

Timeliness Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid HMO average. 

The Plan performed member call campaigns for 
members with a gap in a well-child visit, 
immunization or lead screening. Member 
guardians were screened for SDOHs, care 
management needs and appropriate referrals 
were made. Members were educated on the 
importance of these screenings and appointment 
scheduling assistance was offered. The Quality 
Practice Advisors meet with providers to discuss 
HEDIS performance and provide 
resources/education. A member texting campaign 
was also deployed for those with a lead screening 
gap. Pharmacy interventions are in place to assist 
with medication management for people with 
asthma, depression and COPD.  All members 
identified as pregnant, receive an outreach from 
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the care management team for education and 
offered care management program enrollment. 
Members with asthma, depression, COPD, 
diabetes, hypertension and depression are 
engaged within the care management program to 
include interventions such as condition specific 
education, on-demand coaching/support and 
member outreach as appropriate. 

Timeliness Make a reasonable effort to ensure that 
acknowledgment letters for grievances and appeals 
are sent to members/providers within the required 
timeframe of 10 calendar days. 

The two Grievance Coordinators were coached. A 
refresher training was conducted for all of 
Grievance Coordinators stressing the need to 
acknowledge and resolved grievances within the 
State SLA period. An email was sent to our internal 
Healthy Blue partners reminding them of the need 
for route cases timely to the Grievance 
department, stressing the Grievance SLA with the 
state. 

Timeliness Resolve each expedited appeal within the required 
timeframe of 72 hours after receipt. 

Healthy Blue verified completion of timely 
response utilizing reporting tools. Education of 
timelines for coordinator was completed to 
ensure following of the standard. 

Access Develop interventions to specifically target 
performance for those HEDIS measures that are at 
or below the national Medicaid health 
maintenance organization (HMO) average. 

The Plan performed member call campaigns for 
members with a gap in a well-child visit, 
immunization or lead screening. Member 
guardians were screened for SDOHs, care 
management needs and appropriate referrals 
were made. Members were educated on the 
importance of these screenings and appointment 
scheduling assistance was offered. The Quality 
Practice Advisors meet with providers to discuss 
HEDIS performance and provide 
resources/education. A member texting campaign 
was also deployed for those with a lead screening 
gap. Pharmacy interventions are in place to assist 
with medication management for people with 
asthma, depression and COPD.  All members 
identified as pregnant, receive an outreach from 
the care management team for education and 
offered care management program enrollment. 
Members with asthma, depression, COPD, 
diabetes, hypertension and depression are 
engaged within the care management program to 
include interventions such as condition specific 
education, on-demand coaching/support and 
member outreach as appropriate. 

Access Document the assigned risk stratification level in 
each care management file. 

This is found in the Care Management Program, 
page 11. 

Access Ensure that, as needed, care management files 
reflect continuity of care, including collaboration 
and communication with other providers involved 
in a member’s transition to another level of care. 

This is found in the Care Management Program, 
page 11. 
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UHCCP: UnitedHealthcare Community Plan; RY: reporting year; MCO: managed care organization; HEDIS: Healthcare Effectiveness 
Data and Information Set; HMO: health maintenance organization.   
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Appendix A: Compliance Monitoring 

Objectives 
Each annual detailed technical report must contain data collected from all mandatory EQR activities. Federal regulations 
at 42 CFR 438.358 delineate that a review of an MCE’s compliance with standards established by the state to comply 
with the requirements of § 438 Subpart E is a mandatory EQR activity. Further, this review must be conducted within the 
previous three-year period, by the state, its agent, or the EQRO.  
 
NE DHHS annually evaluates the MCE’s performance against contract requirements and state and federal regulatory 
standards through its EQRO contractor, as well as by an examination of each MCE’s accreditation review findings. As 
permitted by federal regulations, in an effort to prevent duplicative review, NE DHHS utilizes the accreditation findings 
where determined equivalent to regulatory requirements.  
 
In order to determine which regulations must be reviewed annually, IPRO performs an assessment of the MCE’s 
performance on each of the federal managed care regulations over the prior three-year period. Results of both the 
EQRO reviews and accreditation survey are examined. The following guidelines are used to determine which areas are 
due for assessment: 

 regulations for which accrediting organization standards have been cross-walked and do not fully meet equivalency 
with federal requirements; 

 regulations that are due for evaluation, based on the three-year cycle; 

 regulations for which the MCE received less than full compliance on the prior review by either the EQRO or 
accrediting organization.; 

 state- and contract-specific requirements beyond the federal managed care regulatory requirements; 

 areas of interest to the state, or noted to be at risk by either the EQRO and/or state; and 

 note that Quality Management: Measurement and Improvement – Quality Assessment and Performance 
improvement (QAPI) (42 CFR 438.240) is assessed annually, as is required by federal regulations.  

 
The annual compliance review for April 2019–March 2020, conducted in August and September 2020, addressed 
contract requirements and regulations within the following categories: 

 Care Management 

 Provider Network 

 Subcontracting  

 Member Services and Education 

 Quality Management 

 Utilization Management 

 Grievances and Appeals 
 
Data collected from each MCE submitted pre-onsite, during the onsite visit, or in follow-up was considered in 
determining the extent to which the MCE was in compliance with the standards. Further, descriptive information 
regarding the specific types of data and documentation reviewed is provided in the Description of Data Obtained and 
Compliance Monitoring sections of this report. 

Technical Methods of Data Collection  
In developing its review protocols, IPRO followed a detailed and defined process consistent with the CMS EQRO 
protocols for monitoring regulatory compliance of MCEs. For each set of standards reviewed, IPRO prepared standard-
specific review tools with standard-specific elements (i.e., sub-standards). The tools include the following:  

 statement of federal regulation and related federal regulations;  

 statement of state regulations;  

 statement of state and MCE contract requirement(s); 

 suggested evidence;  

 reviewer determination; 
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 prior results;  

 descriptive reviewer findings and comments related to findings; and 

 MCE response and action plan. 
 
In addition, where applicable (e.g., member grievances), file review worksheets were created to facilitate complete and 
consistent file review. 
 
Reviewer findings on the tools formed the basis for assigning preliminary and final determinations. The standard 
determinations used are listed in Table A.1. 

Table A.1: Standard Compliance Determinations 

Level of Compliance Meaning 

Full compliance MCE has met or exceeded the standard 

Partial compliance 
MCE has met some requirements of the standard, but is deficient in some areas 
that must be remediated 

Non-compliance MCE has not met the standard 
MCE: managed care entity. 

 
 
The list of elements due for review and the related review tools were shared with NE DHHS and each MCE.  
 
Pre-onsite Activities—Prior to the onsite visit, the review was initiated with an introduction letter, documentation 
request, and request for eligible populations for all file reviews.  
 
The documentation request is a listing of pertinent documents for the period of review, such as policies and procedures, 
sample contracts, program descriptions, work plans, and various program reports. Additional documents such as reports 
and case files were requested to be available for the onsite visit.  
 
The eligible population request is a request for case listings for file reviews. For example, for member grievances, a 
listing was requested of grievances received by the MCE for a selected time period; or, for care coordination, a listing 
was requested of members enrolled in care management during a selected time period. From these listings, IPRO 
selected a random sample of files for review.  
 
Additionally, IPRO began its desk review, or offsite review, when the pre-onsite documentation and case files were 
received from the MCEs. Prior to the review, a notice was sent to the MCEs including a confirmation of the onsite dates, 
an introduction to the review team members, the onsite review agenda, and an overall timeline for the compliance 
review activities.  
 
Virtual Onsite Activities—A virtual onsite review was conducted in response to the COVID-19 pandemic in 2020, which 
prevented travel and in-person activities. The virtual onsite review commenced with an opening conference, during 
which staff was introduced, and an overview of the purpose and process for the review, including the onsite agenda, 
was provided. Following the opening conference, IPRO reviewed open items and conducted a preliminary review of 
results for each section. Staff interviews were conducted to clarify and confirm findings. When appropriate, walk-
throughs or demonstrations of work processes were conducted virtually. The virtual onsite review concluded with a 
closing conference, during which IPRO provided feedback regarding the preliminary findings, follow-up items needed, 
and the next steps in the review process. 

Description of Data Obtained 
As noted in Pre-onsite Activities, in advance of the review, IPRO requested documents relevant to each standard under 
review to support each MCE’s compliance with federal and state regulations and contract requirements. This included 
items such as: policies and procedures; sample contracts; annual QI Program description, work plan, and annual 
evaluation; member and provider handbooks; access reports; committee descriptions and minutes; case files; program 
monitoring reports; and evidence of monitoring, evaluation, analysis, and follow-up. Additionally, as reported in the 
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Virtual Onsite Activities section, staff interviews and demonstrations were conducted during the virtual visit. 
Supplemental documentation was requested for areas where IPRO deemed it necessary to support compliance. Further 
detail regarding specific documentation reviewed for each standard for the 2020 review is included in the Compliance 
Monitoring section of this report.  

Data Aggregation and Analysis  
Post-onsite Activities—Following the virtual onsite review, the MCEs were provided with a limited time period to submit 
additional documentation while IPRO prepared the preliminary review findings. As noted earlier, each standard 
reviewed was assigned a level of compliance ranging from full compliance to non-compliance. The review determination 
was based on IPRO’s assessment and analyses of the evidence presented by the MCE. For standards where an MCE was 
less than fully compliant, IPRO provided in the review tool a narrative description of the evidence reviewed and reason 
for non-compliance. Each MCE was provided with the preliminary findings and offered the opportunity to submit a 
response and additional information for consideration. IPRO reviewed any responses submitted by the MCE and made 
final review determinations.  
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Appendix B: Validation of Performance Improvement Projects 

Objectives 
Medicaid MCEs implement PIPs to assess and improve processes of care and, as a result, improve outcomes of care. The 
goal of PIPs is to achieve significant and sustainable improvement in clinical and nonclinical areas. A mandatory activity 
of the EQRO is to review PIPs for methodological soundness of design and conduct, and report to ensure real 
improvement in care and confidence in the reported improvements.  
 
PIPs were reviewed according to the CMS protocol described in the document “Validating Performance Improvement 
Projects.” The first process outlined in this protocol is assessing the methodology for conducting the PIP. This process 
involves the following 10 elements: 

 review of the selected study topic(s) for relevance of focus and for relevance to the MCE’s enrollment; 

 review of the study question(s) for clarity of statement; 

 review of selected study indicator(s), which should be objective, clear and unambiguous and meaningful to the focus 
of the PIP; 

 review of the identified study population to ensure it is representative of the MCE enrollment and generalizable to 
the MCE’s total population; 

 review of sampling methods (if sampling used) for validity and proper technique; 

 review of the data collection procedures to ensure complete and accurate data were collected; 

 assessment of the improvement strategies for appropriateness; 

 review of the data analysis and interpretation of study results; 

 assessment of the likelihood that reported improvement is “real” improvement; and 

 assessment of whether the MCE achieved sustained improvement. 
 
Following the review of the listed elements, the review findings are considered to determine whether or not the PIP 
findings should be accepted as valid and reliable.  

Technical Methods of Data Collection 
The methodology for validation of the PIPs was based on the CMS protocol, “Validating Performance Improvement 
Projects.” Each PIP was reviewed using this methodology upon proposal submission. Upon first re-measurement and 
each re-measurement thereafter, each of the 10 protocol elements is considered.  

Description of Data Obtained 
Each PIP was validated using the MCE’s PIP reports, and in collaboration with NE DHHS’s data and analytics team (to 
validate statewide averages and compare state-collected MCE rates against what the MCEs reported in their proposals). 
Data obtained at the proposal stage included baseline, benchmark, and goal rates. 

Data Aggregation and Analysis 
Each applicable protocol element necessary for a valid PIP is documented within this report. Analysis includes review of 
the study topic, questions, indicators, target population, data collection procedures, and interventions. Sampling was 
not applicable within any of the PIPs. 
 
Upon final reporting, a determination will be made as to the overall credibility of the results of each PIP, with 
assignment of one of three categories: 

 There were no validation findings that indicate that the credibility of the PIP results is at risk. 

 The validation findings generally indicate that the credibility of the PIP results is not at risk. Results must be 
interpreted with some caution. Processes that put the conclusions at risk are enumerated. 

 There are one or more validation findings that indicate a bias in the PIP results. The concerns that put the conclusion 
at risk are enumerated.
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Appendix C1: Validation of Performance Measures—MCOs 

Objectives 
Medicaid MCEs calculate performance measures to monitor and improve processes of care. As per the CMS regulations, 
validation of performance measures is one of the mandatory EQR activities.  
 
The primary objectives of the performance measure validation process are to assess the:  

 MCE’s process for calculating performance measures and to determine whether the process adhered to the 
specifications outlined for each measure; and 

 accuracy of the performance measure rates, as calculated and reported by the MCE. 

Technical Methods of Data Collection 
The methodology for validation of performance measures is based on the CMS protocol, “Validating Performance 
Measures.” As an NCQA-accredited health plan, the MCO reports HEDIS rates to NCQA that are audited by an 
independent NCQA-licensed HEDIS Compliance Audit Firm. IPRO requested copies of the auditor-submitted final HEDIS 
compliance audit report, as well as the final rates for validation. Using the findings of the audit report, IPRO evaluated 
the MCO’s information systems capabilities, audit designation findings, and any issues that precluded accurate 
reporting.  

Description of Data Obtained 
PMs were validated using the MCO’s final HEDIS compliance audit report and final rates. In addition, production of 
performance measures is periodically discussed with the MCOs during conference calls and during the annual 
compliance review. 

Data Aggregation and Analysis 
NCQA-certified HEDIS compliance auditors validated each MCO’s reported HEDIS MY 2019 PMs. IPRO used the audit 
reports as a basis for its evaluation. Measure validation included the following steps: 

 IPRO reviewed the FAR of the HEDIS MY 2019 results reported by the MCO that was prepared by an NCQA-licensed 
organization to ensure that appropriate audit standards were followed. The NCQA HEDIS Compliance Audit: 
Standards, Policies and Procedures document outlines the requirements for HEDIS MY 2019 compliance audits and 
was the basis for determining the accuracy of the findings stated in the FAR. 

 IPRO used available national HEDIS MY 2019 benchmarks, trended data, and knowledge of the MCO’s quality 
improvement activities to assess the accuracy of the reported rates. 

 The MCO’s interventions to improve quality were reviewed to determine whether the interventions were successful 
in enhancing care, as measured by any change in the performance measure rate from year to year. Based upon this 
review, IPRO made recommendations as to whether the MCO should retain or modify its improvement activities. 

 
To ensure that the performance measures calculated by the MCO met the CMS protocol requiring MCOs to measure 
quality, and timeliness and access of care, IPRO designed a matrix that assigned each performance measure to one or 
more of the three domains.  
 
Subsequent to the validation process, a report of the findings and our recommendations was prepared and included in 
the technical report. 
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Appendix C2: Validation of Performance Measures—DBPM 

Objectives 
Medicaid MCEs calculate PMs to monitor and improve processes of care. As per the CMS regulations, validation of PMs 
is one of the mandatory EQR activities.  
 
The primary objectives of the PM validation process are to assess the:  

 MCE’s process for calculating PMs and to determine whether the process adhered to the specifications outlined for 
each measure; and 

 accuracy of the PM rates, as calculated and reported by the MCE. 

Technical Methods of Data Collection 
The methodology for validation of PMs is based on the CMS protocol, “Validating Performance Measures.” The activities 
defined in the protocol include assessment of: 

 the structure and integrity of the MCE’s underlying information system (IS); 

 MCE’s ability to collect valid data from various internal and external sources; 

 vendor (or subcontractor) data and processes, and the relationship of these data sources to those of the MCE; 

 MCE’s ability to integrate different types of information from varied data sources (e.g., member enrollment data, 
claims data, pharmacy data, vendor data) into a data repository or set of consolidated files for use in calculating 
PMs; and   

 documentation of the MCE’s processes to collect appropriate and accurate data, manipulate the data through 
programmed queries, internally validate results of the operations performed on the data sets, follow specified 
procedures for calculating the specified PMs, and report the measures appropriately. 
 

While the protocol provides methods of evaluation, tools and worksheets, and activities to be performed, it also 
specifies that other mechanisms and methods of assessment may be used, as long as they are consistent with the 
protocol objectives and outcomes. IPRO utilized this protocol to validate MCNA’s PMs. 

Description of Data Obtained 
In October 2020, IPRO requested and received from MCNA the following documentation related to PM calculation: 

 specific procedures used to determine the measure numerators and denominators; 

 a rate sheet of measures including measure name, description, denominator, numerator and rate; 

 source code for each measure, as well as data and field definitions; 

 member-level detail files via an Excel spreadsheet, with separate worksheets for each of the measures being 
reported. Member-level detail files included all applicable members in the denominator and the following fields for 
each worksheet: 
o member ID; 
o last name; 
o first name; 
o date of birth (DOB); 
o gender; 
o age; 
o numerator compliant (Y/N); 
o date(s) of service (for compliant members); 
o enrollment data; and 
o any additional fields, as appropriate, such as provider, diagnosis or procedure codes. 

Data Aggregation and Analysis 
IPRO reviewed the source code script provided by MCNA for reasonability and to ensure that the measure specifications 
were adhered to for measure calculation. IPRO then conducted numerator and denominator validation by analyzing the 
member-level data files provided for each measure and ensuring the data elements, such as enrollment dates, dates of 
service, and dates of birth for each member, complied with denominator specifications. The eligible population 
numerator compliant records in the files were reviewed to ensure accurate calculation by MCNA. 
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Subsequent to the validation process, a report of the findings and recommendations was prepared and distributed to 
MLTC and MCNA. 
 
IPRO conducted an ISCA to assess the integrity of the MCE’s information system and the completeness and accuracy of 
the HEDIS 2019 PM data as part of the annual compliance review in August 2020. 
 
 


